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THE MATCHING PLAN AND 
INTERNSHIPS 


At this time each year approximately 800 
hospitals offer nearly 10,000 approved intern- 
ships to about 6,000 senior medical students. 
Obviously the situation is troublesome because 
there are more internships available than there 
are students to fill the positions. In the past 
the hospitals and the students went their own 
way so that the business of acquiring interns 
was “catch as catch can.” But the method was 
not satisfactory. The schools blamed the hos- 
pitals for coercing medical students to signing 
up long before they knew what they were doing 
and the hospitals retaliated by maintaining that 
the schools were influencing their students to 
avoid smaller hospitals and to go to the larger 
medical centers. 

Several years ago a plan was formulated to 
bring the hospitals and the schools closer to- 


gether. It was agreed that all the applications 


were to be sent simultaneously to hospital and 


telegrams of acceptances were to he sent back to 
the students on pre-arranged dates. ‘The plan 


represented an improvement but was not satis- 
factory. There was a last minute scramble 


which was distasteful not only to the student but 
also to the hospital, ‘The hospitals, for example, 


sent out acceptances and then had to wait for 


# ihe medical student to accept or reject the ap- 


Pointment. During the delay they lost many 
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candidates while waiting for the young man or 
woman to make up his mind. Meanwhile the 
student was considering the four or five offers 
for internship he received. Many withheld their 
decision until they had heard pro or con from 
the hospital that they wanted but where the 
chances of appointment were questionable 
(flyers). At any rate, the plan was not ideal; 
in fact it was so chaotic that the members of the 
Association of the American Medical Colleges 
decided that another change was necessary. The 
outcome was the new matching plan that goes 
into effect this year. The credit goes to Dr. 
F. J. Mullin, Dean of the Chicago Medical 
School, and to Dr. John M. Stalnaker, the Di- 
rector of Operations for the Committee. It has 
the approval of the American Hospital Associa- 
tion, the American Protestant Hospital Associa- 
tion, Association of Medical Colleges, Catholic 
Hospital Association, the Council on Medical 


Education and Hospitals of the American Med- 


ical Association and the medical services of all 


the federal agencies offering internships. The 
new plan should benefit both the hospitals and 
the applicants, but wil) not influence the number 
of internships filled nor will it bring about any 
wider distribution of the available interns. Under 
this system, hospitals deemed desirable by the 
students will be filled and those deemed less 
desirable will be left without interns. Since 


there are more internships being offered than 


there are available applicants, it is obvious that 
no system can satisfy all hospitals. The new 
plan does, however, insure a fair principle of 
distribution so that each hospital will be more 
likely to secure the interns it considers most 
desirable and each medical student will more 
likely receive the best appointment open to him 
in accordance with his expressed preference. The 
student may still visit the hospital to which he 
wishes to apply, talking to officials and others 
there. He makes an individual application and 
may apply to as many hospitals as he is inter- 
ested in and will submit application papers ac- 
cording to the hospital regulations. ‘The hospital, 
meanwhile, is free to contact any eligible student 
and to request personal interviews or other pro- 
cedures they deem desirable. Under this system, 
complete freedom of applying any criteria for 
selection is fully preserved for both the student 
and the hospital. But the success of the plan 
will depend upon cooperation and good faith on 
the part of every one is necessary. It will re- 
quire universal student and hospital support. 

In this procedure the internship appointments 
are made by matching the preference of the stu- 
dent for a hospital with the preference of the 
hospita) for the student. The student wil) sub- 
mit to the National Interassociation Committee 
a rank order list of his preference for the hos- 
pitals to which he has applied and the hospitals 
will follow suit by rating the students who have 
applied to it, ranking in order the applicants in 
each of its groups. The first group is rated as 
“1” and is used to indicate the students most 
preferred by the hospital. The rating “2” will 
be used for the applicants judged by the hospital 
to be next desirable. This is followed by ratings 
3, 4, ete. 

The matching is done in a series of steps 
called “runs.” In the first run, the students who 
rank the hospital as first choice are matched with 
the hospital that has rated them as number 1. 
It is believed that this group will account for 
almost one-half of ‘all the students registered in 
the plan. These student names are removed 
from the list of other hospitals lower on their 
list to which they have applied, and the remain- 
ing names on the hospital list are then advanced 
in order and the top ones are tentatively placed 
in the accepted group to fill the vacancies. In 
this way a man cannot be passed by a person 
below him on a hospital preference list. He ad- 
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vances on that list only as a man ahead of him 
is removed because of having been placed in e 
hospital higher on that student’s preference list, 
In the end the man or woman interns at the hos. 
pital highest on his preference list which offers 
him a place. 

The matching plan is not new. It is in opera. 
tion in some schools to facilitate sorority rushing. 
It requires the use of an IBM machine, a quali- 
fied accountant and technicians. In a trial run 
last year involving 500 students, 86 per cent 
were matched with hospitals of their first or 
second choice. Hospitals were matched with 91 
per cent of the students they chose as the most 
desirable. 


PHYSIOGRAPHY AND DISEASE 
IN ILLINOIS 
David J. Davis, M.D. 


Medical State Historian of Ulinois 


Illinois has been called the Hub of the United 


States. (Governor Horner called it the Hub of 
North America.) Situated in the heart of the 
great Mississippi Valley, it is shaped somewhat 
like a wedge with bulging sides and a flat top. 
Waiter, chiefly as rivers, largely encircles it. Its 
area is 56.665 square miles. It lies between 
north latitude 47° and 42°.30' and in longitude 
between 87°.35’ and 91°.31’, and has an annual 
rainfall of approximately 35 inches. ‘The sum- 
mers are hot and the winters are cold. The 
cyclonic disturbances are such as to predispose to 
frequent tornadoes in the spring, but with fairly 
uniform weather conditions otherwise. 

Today, it is a rich prosperous region, where 
corn, soybeans, grains, fruit trees, cattle, hogs, 
clovers and grasses, trees and shrubs luxuriate, 
and where mosquitoes, flies, ticks and many other 
insects thrive. Beneath its fertile soil prodigious 
amounts of coal, oil, lime rock, and many valu- 
able minerals, too numerous to mention here, 
occur, 

There resides at present a population of mixed 
racial origins numbering over 8 million. Of this 
number about 5% are Negroes. The number 
of American Indians is insignificant. The people 
on the whole are healthful and increasingly s0. 
In 1948 the crude over all death rate was 10.4. 
(May be brought up to 1950) 

The second largest city in the United States 
(Chicago) is located near the northeast corner 
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of the state on Lake Michigan. Several other 
cities of moderate size are more or less uniformly 
distributed. At present the rural and urban 
health problems do not present serious difficul- 
ties. ‘This was not always true. A half century 
ago in order to control such problems it was 
necessary to resort to the most monumental 
sanitary engineering enterprise ever undertaken. 
This was no less a project than to construct a 
huge canal diverting the waters from Lake Michi- 
gan of the St. Lawrence River system across the 
divide and into the Mississippi River system at 
a cost of hundreds of millions of dollars. It 
was a success and saved the lives of millions of 
people. It continues to do so today. 

Associated in many complex ways with these 
8 million people are diseases of diverse kinds. 
In addition to the degenerative and ageing dis- 
eases common to all forms of life are large num- 
bers of predator diseases. ‘I'hese predators in- 
clude viruses, bacteria, animal parasites, fungi, 


worms, poisonous animals and plants and many 
of the larger mammalia. Historically man him- 
lf has been man’s most deadly predator. 

Babies are now born almost in a sterile state 
free from predator organisms. In a few hours 
aiter birth organisms, both harmless and harm- 
ful, attack them from both without and within. 
During the remainder of their lives this conflict 


continues between the predators and the external 


and internal defensive mechanisms of organisms 
of which there are many. 

The people of Illinois together with their 
predators are not ancient geologically. Whence 
eame the peoples and their predators? And 
how? From the present, if we attempt to trace 
backward this intriguing story, we observe in- 
teresting landmarks along the way. Fifty years 
ago we in Illinois were just at the beginning of 
modern sanitation, with mortality and morbidity 
curves responding accordingly. 

During the past century, the eighteen hun- 
dreds, many of the predators had reached their 
all time maximum. In the decades of about 
that time occurred the malaria years. 1832 
became and still is known as the cholera year. 

Backward we may then proceed to observe 
the impact of one race upon another, the whites 
upon the Indians in Illinois. Then back to the 
eastern shores of America there meeting the early 
French and English with their diseases and 
carriers of diseases. Thence back to Europe, 
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Africa and Asia during the seventeenth and 
eighteenth centuries, at a time when deadly 
plagues and pestilences prevailed in those con- 
tinents. 

Thence to the agricultural and pastoral stages 
of civilization when animals and man inter- 
mingled freely and transmitting their diseases 
just as freely. 

Beyond these stages are the long ages reach- 
ing back to the dawn of the human species; then 
to the age of the Primates, then to the still 
earlier fossil animals and plants and finally to 
the far distant age when only fungi, bacteria, 
and viruses competed with each other as preda- 
tors for existence. 

It is a very long story, but even so one con- 
tinuous thread of life runs from the beginning 
down to the present State of Illinois. This 
thread though long and devious, might have 
found as far worse terminal than the Illini 
Country. 
D.J.D. 


ILLINOIS PHYSICIANS IN 


BATTLEFIELD MEDICAL SOCIETY 


Two Chicago physicians are members of one 
of the world’s unique medical organizations— 


The 38th Parallel) Medical Society of Korea— 
the first such association ever formed on battle- 
field. The story pertaining to the organization 
of this unique medica) society was mailed from | 
Korea, October 24, 1951. 

Captain Louis J. Gazzolo, whose residence is 
6900 South Shore Drive and Captain Edward 
Zucker; 4401 West End Avenue, Chicago, both 
of the 1st Division, meet regularly with Army 
doctors from 11 nations to discuss techniques for 
treating battlefield wounds, 

The meetings which are held north of the 
parallel, permit standardization and coordination 
of methods. Techniques found to be superior 
by one hospital installation therefore can be in 
use all over Korea within a matter of days. 

Among the charter members are physicians 
from Corps 1, the 1st Cavalry Division, the 2nd, 
3rd and 25th Infantry Divisions, the British 
Commonwealth Division, the 9th ROK Division 
and the Swedish and Norwegian mobile surgical 
hospitals. 

Physicians from America, Greece, South 


Korea, Thailand, The Philippines, Australia, 
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Canada, Britain, Norway, Sweden and Belgium 
are united in their determination to provide ab- 
solutely the best of medical care to United Na- 
tions troops fighting in Korea. 

It has been frequently stated in recent years, 
that there are too many medical societies, but it 
seems quite obvious that no one could object to the 
formation of the 38th Parallel Medical Society. 


POLIOMYELITIS IN ILLINOIS 


The upward surge of Polio incidence during 
the last four years has far outdistanced funds 
available for patient care, professional education 
and research. Year after year, “March of Dimes” 
contributions have moved steadily ahead, but the 
March of Polio has continued to out pace the 
“March of Dimes”. 

Incidence has tripled during the last four years 
with the result that the National Foundation 
is annually faced with an average of thirty 
thousand cases in contrast to the ten to twelve 
thousand cases a year formerly considered “nor- 
mal”, 

1951 will mark the fourth year in succession 
in which the National Foundation has gone into 
debt providing patient care to the unfortunate 


children and adults who have fallen victim ty 
poliomyelitis. The 1951 deficit is estimated 4 
$5,000,000.00. This means the 1952 “Marc 
of Dimes” will be mortgaged for this amount 
before a cent is set aside for research or for the 
contingence that lie ahead next summer. 

The 1950 case load in Illinois was 1916 case 
and the amount spent for patient care only, 


amounted to $1,361,934.50. Up to October 205 


1,488 cases have been reported. 

Never in the history of medicine has such an 
all out effort been concentrated on conquering 
one disease. Definite progress has been mate 
in treatment and rehabilitation. Our knowledge 
of the disease is much greater and methods of 
control appear within our reach. However, nev 
problems are always arising and the ultimate 
goal will require years of untiring effort. 

The National Foundation supported by the 
“March of Dimes” has always enlisted the co- 
operation of the Medical profession and_ been 
guided by their suggestions. Much of the succes 
has been due to this association. It is the sincer 
hope that this close relationship continues ani 
the accomplishments continue to merit the sane. 
tion of the Medical profession. 

John F. Carey, M.D. 


CANCER MORTALITY 

During World War II, in all the theatres of 
the war, the United States had about 300,000 
of its armed forces killed. Well may you ask 
what has World War II to do with carcinoma of 
the stomach? The number of men killed in this 
war was mentioned to bring to your attention 
the fact that in this same period of time, namely 
five years, carcinoma of the entire digestive tract 
caused approximately the same number of deaths. 
Cancer of the stomach alone causes about 30,000 
deaths per year. The number is approximately 
one-fourth of all the deaths from cancer. It is 
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estimated that within the next ten years the 
number of deaths from cancer of the stomac 
will be increased to 40,000 per annum. Thi 
increase is due in part to the longer life expect 
ancy, and with resulting greater span of lift 
there are more patients in the “cancer age. 
However, despite our better diagnostic ability, 
we have not materially decreased the number ¢ 
deaths from cancer of the stomach. It is note 
worthy to mention that cancer of the stomat 
is more prevalent among men than women. J+ 
cerpt: Carcinoma of the Stomach, Dwight I. 
Shaw, M.D., Pueblo, Colo., Rocky Mountain J. 
J., Sept., 1951. 


= 


Illinois Medical Journdl 


Rel 


What 
of our 
plans ? 
the ans 
but one 
of the L 
number 
activitie 
be lost 
purposes 
tance th 
medical 
more sel 
fact tha 
with eco: 
and deve 
these pl 
they hel 
care?” 
they are 
if they an 
agencies 


for Decen 


a 
q 
¥ 
3 
a 
= 


irs the 


The Medical Economics Committee. 


MEDICAL ECONOMICS 


Chauncey C. Maher, Chairman, John R. Wolff, Co- 
Chairman, Edwin F. Hirsch, Carroll Birch, Hubert L. Allen, Frederick W. Slobe, Edward 
W. Cannady, Ford K. Hick, W. Robert Malony, Roland R. Cross, Alfred P. Bay, Frederic 
T. Jung. 


Relationship of Voluntary Health Insurance 


to the Medical Profession 


What is the purpose of the Medical Profession, 
of our hospitals, and of our health insurance 
plans? When the question is thus plainly stated 
the answer appears equally plain. They have 
but one fundamental purpose — the provision 
of the best possible medical care to the greatest 
number of people. In any consideration of their 
activities this fundamental purpose must never 
be lost sight of. Whenever other aims, other 
purposes are allowed to assume greater impor- 
tance than the provision of the best possible 
medical care, we invite just criticism and, still 
more seriously, we invite failure. In spite of the 
fact that health insurance plans deal primarily 
with economic problems, we must always organize 
and develop, criticize, re-examine and reorganize 
these plans in answer to the question — “Do 
they help to assure the best possible medical 
care?” They can only survive and succeed when 
they are so oriented. They will ultimately fail 
if they are devised primarily to serve as collecting 
agencies for hospitals, to solve the economic 
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problems of hospitals, to enable doctors to collect 
larger fees or to oppose socialized medicine. 
Certainly we must fight socialized medicine ;' 
because medicine controlled by politicians cannot 
provide the best possible medical care. It could 
not be otherwise. Politicians are generally medi- 
cally ignorant. Through long years of training, 
experience, and political necessity, they have 
become dominated by selfish and sectional in- 
terests. The best in medical care has never been 
found along roads designated by such guide 
posts. But neither can the medical profession 
or hospital management pursue a selfish course 
and achieve the best in medical care. We have 
been too content to accept our medical care as 
the best in the world and not sufficiently anxious 
to improve and extend it to the greatest possible 
extent. We have been much too slow in recogniz- 
ing that a man has as much right to insure him- 
self against the unexpected expense of illness as 
he has to protect himself against the unantici- 
pated catastrophe of his home burning down. 
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A negative approach to these problems is not 
enough. We cannot merely find fault with and 
oppose those plans of which we do not approve. 
We must continue to improve, expand and ex- 
tend the voluntary insurance programs along 
with other plans to achieve the best possible 


medical care. Each plan, each program, each 
extension, and each limitation must be examined 
in that light. Each must answer the question: 
“Does it serve the medical care, the health and 
well being of the American people ?” 

Our programs will never achieve their goal. 
They must steadily grow and progress as medicine 
advances and as the needs of our people change. 
This is a task which will never be accomplished 
— never be finished. Yet if we of the hospitals 
and of the medical profession will steadily ad- 
vance our plans toward this goal we need have no 
fear of the successful imposition of governmental 
control of medicine. 

There are several deficiencies in our present 
programs of voluntary health insurance. These 
programs provide hospital care and in a consider- 
able measure cover the costs of professional serv- 
ice for people who are employed. But what 
happens to the medical care of these same people, 
to the plans and to the operation and economics 
of our hospitals when people become unemployed, 
particularly in periods of extensive unemploy- 
ment? These programs provide care for limited 
periods but do they provide care for the chroni- 
cally ill? Neither do they provide for the medical 
care of the aged, who are steadily becoming more 
numerous and who are often ill. It would hardly 
seem compatible with our ideas of avoiding 
governmental medicine and with the aims of 
voluntary health insurance for us to fall back 
on governmental charity for the unemployed, 
the chronically ill and the aged sick. Obviously 
these are fields in which extension of voluntary 
insurance should be carefully studied. 

Although our present voluntary insurance 
plans provide for hospital costs, they provide 
only for operating costs. The Blue Cross covers 
nursing care, food, drugs, operating room costs, 
heating, administration, ete. But it does not 
cover building replacement costs. Our pres- 
ent hospitals will not last forever and do not 
even now provide adequately for the demands 
made upon them. They must be enlarged, and 
replaced. How is such expansion to be financed ? 
Any voluntary insurance program for hospitali- 


zation which does not provide for building costs 
is not carrying the full burden of the costs of 
hospital care, and leaves us with the serious 
unsolved problem of adequate hospital facilities 
in the future. Federal Governmental subsidies 
for such purposes are not the way to avoid govern. 
mental control of hospitals and medical care. 

One may ask, “What is the relationship of 
such problems to the medical profession?” and, 
although it is true that such problems are funda- 
mentally community programs, they are also the 
problems of the profession. Hospitals are the 
doctors’ work shops. Good hospitals, adequate 
in size and equipment, are essential to the prac- 
tice of good medicine. 

There are various factors which endanger the 
success of these programs and many of these 
affect the doctor directly. It is important that 
he recognize these dangers and constantly be on 
the alert to avoid them if these plans are going 
to succeed. 

It is important that every one recognize that 
these voluntary insurance plans (Blue Cross and 
Blue Shield) are mutual efforts. They are no 
more a way of obtaining something for nothing 
than is aid from the Federal Government. Every 
service provided through these insurance plans 
has to be paid for by the members of the plans 
by the recipients of the services. These plans 
are merely means of avoiding large, unexpected, 
unplanned, expenses at one time and of spreading 
this expense over a larger number of people, for 
the time being, and over a number of years. 
Today you help your neighbor pay the costs of his 
illness, tomorrow he helps you with yours. Ac- 
cordingly, every unjustified expense either neces- 
sitates a further increase in the insurance pre- 
mium which the patients must pay or endangers 
the economic stability of the plans. In order to 
avoid unnecessary expense and to avoid burden- 
ing the plans with limited costs which the patient 
can in some measure control, the plans have not 
included certain hospital and medical expenses. 
Thus the plans do not cover visits to the doctor's 
office or the doctor’s visits to the patient’s home. 
They do not cover diagnostic tests and do not 
cover hospitalization solely for diagnostic pur- 
poses. ‘To include these and some other expenses 
which are not covered would increase the pre- 
miums greatly. For the patient or the doctor to 
induce the plans to pay these expenses by sub- 
terfuge, likewise can only increase the cost of the 
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plans. If these plans are to succeed, if they 
are to avoid economic disaster, the doctor must 
refuse the patients’ requests to certify falsely 
that periods of hospitalization for diagnosis are 
for purposes of treatment, he must refuse to be a 
party to dishonest attempts to have the Blue 
Cross pay for x-ray examinations or special tests 
and studies which are not essential to the treat- 
ment of the patient’s illness. He must refuse to 
acquiesce to the patients’ requests for gastroin- 
testinal x-ray examinations, to electrocardio- 
grams, or to any other tests, at the expense of 
the plans, solely to satisfy the patients’ curiosity 
or neurotic apprehensions. He must be on guard 
against the unnecessary administration of ex- 
pensive drugs or the continuation of such drugs 
when they are no longer needed. He must not 
connive with the patient to prolong his hospital 
stay unnecessarily merely because “Blue Cross 
will pay for it.” These are essential obligations 
upon the physician and upon the patient if these 
programs for voluntary independent insurance 
for medical care are to survive and continue to 
grow. 

There are other responsibilities upon the pro- 
fession if their plan, the Blue Shield, for the 
payment of medical fees is going to fulfill its 
purpose. Neither the Blue Cross nor the Blue 
Shield should serve as a means of increasing 
medical fees. The fact that a patient has volun- 
tary health insurance should never cause the 
fees for professional service to be raised. ‘To do 
so defeats the purpose of the Blue Shield and 


the Blue Cross. Untortunately there has always 
been the very occasional physician who charges 
excessive fees. Such instances are now being 
thrown into bold relief when the patient com- 
pares such fees with those allowed by the sched- 
ules of the Blue Shield. Patients, therefore, 
complain to the Blue Shield and to the medical 
profession about such discrepancies. Obviously 
there will often be differences between the fees 
charged by the physician and those allowed by 
the Blue Shield schedule, as the schedule is 
designed to cover completely the medical costs 
of only those in the lower income bracket. How- 
ever, fees which are 10-15 or even 20 times those 
paid by the Blue Shield are probably excessive 
for most people. Among the duties of the Pro- 
fessional Relations Committee for Blue Cross- 
Blue Shield of the Chicago Medical Society is 
that of examining such discrepancies, obtaining 
full information about them and endeavoring to 
adjust them in instances where this committee 
of the Chicago Medical Society believes the fees 
charged to be excessive. Fortunately, such in- 
stances are rare indeed and the cooperation of 
the medical profession with this committee has 
been excellent, with very few exceptions. In 
addition this committee also has as its purpose 
the explaining of various aspects of these volun- 
tary health insurance plans to the professions. 
The committee also brings to the Blue Cross and 
the Blue Shield the suggestions of the profession 
and endeavors to assist in the mutual cooperation 
of the two in this important program. : 


HAND INJURY 


The principles of the immediate treatment of 
injuries of the hand are identical with those of 
compound injuries elsewhere, and it is those 
principles that I wish to stress rather than spe- 
cific details. They can be stated very briefly: 

1. Protect the open wound from infection. 

2. Stop bleeding. 

3. Determine the extent of injury. 

4. Transform the contaminated wound into a 

clean wound. 

5. If the latter can be accomplished, bring 

fractured bone fragments into position, re- 
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pair the injured structures, and close the 
wound. 

6. If one is uncertain as to the cleanliness of 
the wound, reduce fractured bone fragments 
but leave injured tendons and nerves undis- 
turbed, and either leave the wound open or 
bring wound edges together without tension. 

7. Cover the entire injured area with a large 
compression dressing. 

8. Apply a splint to keep the part at rest. 
Excerpt: Immediate Treatment of Hand In- 
juries, Sumner L. Koch, M.D., Chicago, Pa. M. 
J., Aug., 1951. 
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ORGANIZATION OF AUXILIARIES 


IN ILLINOIS 
The Woman’s Auxiliary to the Illinois State 


Medical Society was formed twenty-three years 
ago. We were organized because the Illinois 
State Medical Society believed that a Woman’s 
Auxiliary could: (1) Assist the Illinois State 
Medical Society in the advancement of the pre- 
vention of disease. (2) Aid in securing better 
legislation indicated in the pursuance of these 
ends. (3) Do such other supplemental work as 
should be determined from time to time by the 
Medical Society in the advancement of profes- 
sional interests. (4) Contribute to the Benev- 
olence Fund. 

Gradually membership in the Woman’s Aux- 
iliary has increased and as our numbers grew our 
capacity to accomplish the tasks given was aug- 
mented. Now, events loom before us that warn 
that grave responsibilities lie ahead. Every 
doctor’s wife is needed. For this reason the 
organization committee know that during this 
year a real effort must. be made to form new 
Auxiliaries in every county where one does not 
already exist. In counties where, for one reason 
or another, it is not feasible to have a Woman’s 
Auxiliary, doctor’s wives must be urged to become 
“members-at-large.” 

Being a “member-at-large” is a rather poor 
substitute for membership in a County Aux- 
iliary — but far better than no membership at 
all. Members-at-large are sent literature from 
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time to time. 


Their chairman who is an ap- 
pointed member of the state executive board is 
the link between them and the active Medical 
Auxiliary. Their dues of two dollars are payable 
to the state treasurer, Mrs. S. M. Hubbard of 


Ridgefarm, Illinois. If you cannot join a 
County Auxiliary, make it your personal obliga- 
tion and pleasure to support the Woman’s Aux- 
iliary to the Illinois State Medical Society by 
becoming a “member-at-large.” 

Since the organization committee is composed 
of the councilors, chairmanned by the president- 
elect, those counties wishing to form an Auxiliary 
should contact their councilor. The councilors 
are as follows: First district, Mrs. Douglas Hur- 
ley, Elgin; second district, Mrs. R. KE. Davies, 
Spring Valley; third district, Mrs. Samuel (. 
Plice, Elmwood Park; Mrs. James P. Simonds, 
Chicago; Mrs. J. Van Prohaska, Chicago ; fourth 
district, Mrs. William Johnson, Galesburg ; fifth 
district, Mrs. Henry Berchtold, Springfield: 
sixth district, Mrs. Carl Hagler, Quincy ; seventh 
district, Mrs. C. H. Black, Salem ; eighth district, 
Mrs. A. R. Brandenberger, Danville; tenth dis- 
trict, Mrs. R. B. Ellis, East St. Louis; and 
eleventh district, Mrs. George Carlin, Joliet. 
In the absence of a ninth district councilor we 
rely on the Medical Society councilor, Dr. Burtis 
EK. Montgomery of Harrisburg. 

Our oranization committee cannot reach the 
goal we have set without much help. Already 
the councilors of the Medical Society have 
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pledged their assistance. Won’t you too assume 
your part of the responsibility? Let us try to 
have every docter’s wife an Auxiliary member. 
There is a strength in numbers. A common aim 
and great purpose give those numbers the oppor- 
tunity to do unlimited good — and remember — 
“goodness is the mightiest practical force in the 
universe.” 
Mrs. Harlan English 
President-elect and Chairman of 
Organization of the Woman’s Aux- 
iliary to the Illinois State Medical 
Society. 


CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR JANUARY 

Doctor Herbert R. Kobes, director of the 
University of Illinois Division of Services for 
Crippled Children, has released the January 
schedule of clinics for physically handicapped 
children. The Division will conduct 18 general 
clinics providing diagnostic orthopedic, pediatric, 
speech and hearing examinations along with 
medical social and nursing services. There will 
be + special clinics for children with rheumatic 
fever and 1 for cerebral palsied children. 

Clinics are held by the Division in cooperation 
with local medical and health organizations and 
groups, hospitals, civic and fraternal clubs, and 
other interested groups. From private physi- 
cians, who are certified Board members, are 
selected the clinicians. Any private physician 
may refer or bring to a convenient clinic any 
child or children for whom he may want exami- 
nation or may want to receive consultative serv- 
ices : 

The January clinics are: 

January 2 — Joliet, Will Co., T. B. Sanitar- 
ium 

January 3 — Mt. Vernon, Masonic ‘Temple 

January 3 — Clinton, Christian Church 

January 3 — Sterling, Community General 
Hospital 

January 4 — Aurora, Copley Hospital 

January 8 — Peoria, St. Francis Hospital 

January 8 — East St. Louis, St. Mary’s Hospi- 
tal 

January 9 — Alton, Alton Memorial Hospital 

January 9 — Hinsdale, Hinsdale Sanitarium 

January 10 — Springfield, St. John’s Hospital 

January 10 — Elmhurst (Rheumatic Fever), 
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Memorial Hospital, DuPage County 

January 11 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

January 15 — Danville, Lake View Hospital 

January 15 — Quincy, St. Mary’s Hospital 

January 16 — Evergreen Park, Little Com- 
pany of Mary 

January 17 — Rockford, St. Anthony’s Hospi- 
tal 

January 17 — Cairo, Public Health Building 

January 22 — Peoria, St. Francis Hospital 


January 22 — Salem, American Legion Hall 
January 24 — Bloomington, St. Joseph’s Hos- 
pital 


January 25 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

January 29 — Effingham (Rheumatic Fever), 
Douglas Township Building 

January 30 — Springfield (Cerebral palsy), 
Memorial Hospital 


FELLOWSHIP IN INDUSTRIAL 


MEDICINE 
The Institute of -Industrial Health of the 


University of Cincinnati will accept applications 
for a limited number of Fellowships offered to 
qualified candidates who wish to pursue a grad- 
uate course of instruction in preparation for the 
practice of Industrial Medicine. Any registered 
physician, who is a graduate of a Class A medi- 
cal school and who has completed satisfactorily — 
at least two years of training in an hospital ac- 
credited by the American Medical Association 
may apply for a Fellowship. in the Institute of 
Industrial Health. (Service in the Armed 
Forces or private practice may be substituted for 
one year of training.) 

The course of instruction consists of a two-year 
period of intense training in Industrial Medicine, 
followed by one year of practical experience under 
adequate supervision in industry. Candidates 
who complete satisfactorily the course of study 
will be awarded the degree of Doctor of Indus- 
trial Medicine. * 

During the first two years, the stipends for 
the Fellowship vary, in accordance with the 
marital status of the individual, from $2,100 
to $3,000. In the third year the candidate will 
be compensated for his service by the industry 
in which he is completing his training. Requests 
for additional information should be addressed 
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to the Institute of Industrial Health, College of 
Medicine, Eden and Bethesda, Cincinnati 19, 


Ohio. 


X-RAY VU-GRAPH FOR COUNTY 
SOCIETIES 


The Illinois Tuberculosis association is offering 
to local medical societies an x-ray Vu-Graph for 
use at their meetings. 

The Vu-Graph projects an enlarged x-ray on 
a screen for study by groups. The projector is 
simple to operate and is so designed that the 
speaker can handle his own x-rays while facing 
his audience. 

The projector is being offered for the medical 
societies’ use at their meetings in connection with 
a speaker on tuberculosis or a meeting in which 
they plan to use x-rays. There is no charge for 
this service. 

Arrangements for use of the projector should 
be made not less than one month in advance 
through the county tuberculosis associations. 


GRANTS-IN-AID, CANCER RESEARCH 

The American Cancer Society, Illinois Divi- 
sion, Inc., has received two legacies, one in the 
amount of $20,000 from the Ernest Kruetgen 
estate and one for $5,000 from the Bessie Kult- 
gen estate. In each instance the will specifically 
stipulates that these monies must be expanded 
for cancer research only. 

The American Cancer Society, Illinois Divi- 
sion, Ine., will, accordingly, receive applications 
for grants-in-aid to support responsible cancer 
research projects to be considered by a special 
committee. 

Applications should contain full details con- 
cerning the nature of the project and what is 
hoped in the way of accomplishment. Sufficient 
information should be supplied to assure the 


committee that personnel concerned in the re. 
search is qualified and that adequate facilities 
are available. . 

Applications will be received until January 1, 
1952, and should be addressed to 

John A. Rogers, M.D., Executive Director 
American Cancer Society, Illinois Division, Ine, 
139 North Clark Street, Chicago 2, Illinois 


CIVIL SERVICE EXAMINATIONS 
FOR PHYSICIANS 

Physicians, psychiatrists, and tuberculosis con- 
trol physicians are being offered immediate civil 
service employment with the State of Illinois 
through continuous examinations. 

Candidates will not take a written examination. 
Following an oral test or interview, positions are 
offered immediately to those who qualify. 

Advantages offered civil service employees with 
the State of Illinois include research and pro- 
motional opportunities, paid vacations, pay in- 
creases, regular hours, minimum expenses, and 
liberal retirement benefits. 

Application forms may be obtained from the 
Illinois Civil Service Commission, Armory build- 
ing, Springfield, or from local offices of the State 
Employment Service. Applications will be ac- 
cepted until further notice. 


DINNER TO HONOR HESS 


Friends and former students of Dr. Julius 
H. Hess, Professor Emeritus, Department of 
Pediatrics of the University of Illinois College 
of Medicine, announce a testimonial dinner in 
his honor, to be given on January 23, 1952 at 
the Congress Hotel, at 6:30 P.M. Those wishing 
to attend, please send a check for $10.00 made 
payable to the Dr. Julius H. Hess Banquet Fund, 
to Dr. Samuel J. Hoffman, 629 South Wood 
Street. 


334 


Ilinois Medical Journal 


The 
hearin 
2. 


The 
are st 
for di 
condu 
percep 
etry 
upon 
Ina p 
grams 
gap. 
more 
system 
of the 
the lo 


| 
ponent 
Press 
Throat, 
= For Dec 


the re. 
Cilities 


lary |, 


irector 
n, Ine. 
is 


is con- 
civil 
llinois 


lation. 
Ns are 


with 
d pro- 
ay in- 
s, and 


m the 
build- 
State 
be ac- 


Julius 
nt of 
‘ollege 
ler in 
52 at 
ishing 
made 
Fund, 
Wood 


ORIGINAL ARTICLES 


( 


ms 


The Management of Deafness 


George E. Shambaugh, Jr., M.D. 
Chicago 


The management of any case of impaired 
hearing proceeds in three successive steps: 
1, Clear-cut, accurate and complete diagnosis. 
2. Correction of the hearing defect where 
possible by medical treatment. 
3. Audiologic rehabilitation where. medical 
therapy cannot restore practical hearing. 
The Rinne and Schwabach tuning fork tests 
are still the otologist’s most important means 
for diagnosing a pure inner ear loss from a 
conductive loss with or without a superimposed 
perceptive component. With improved audiom- 
etry we are coming to place additional reliance 
upon the air-bone gap for this differentiation. 


In a pure perceptive loss the air and bone audio- - 


grams interweave, with no significant air-bone 
gap. A consistent air-bone gap of 20 decibels or 
more means a lesion of the sound conducting 
system, the size of the gap measuring the degree 
of the obstruction to sound conduction, while 
the loss by bone measures the perceptive com- 
ponent. 

If there is a conductive loss, as determined by 


Presented before ‘the Section on Eye, Ear, Nose and 
Throat, 111th Annual Meeting, Illinois State Medical 
Society, Chicago, May 23, 1951. 
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the negative Rinne test and normal or prolonged 
Schwabach, with an air-bone gap in the audio- 
gram, the exact cause for this obstruction to 
sound conduction is ascertained without too 
much difficulty in most cases from the history 
and inspection of the ear, remembering that 
there are 6 main causes for conduction deafness: 

1. Occlusion of the external auditory meatus. 

2. Perforation of the tympanic membrane. 

3. Occlusion of the eustachian tube (secretory 

otitis). 

4, Suppurative otitis media. 

5. Adhesive otitis media (the end result of a 

previous suppuration). 

6. Otosclerosis. 

Should the hearing tests, particularly the bone 
conduction audiogram, show a pure perceptive 
loss, or a perceptive loss superimposed on a 
conductive loss, the otologist should endeavor 
from the history and from the shape of the 
audiometric curve to determine the cause for the 
nerve degeneration. This is not so easy, for in at - 
least a third of the cases seen no apparent cause 
for the nerve deafness can be found. 

The complete otologic diagnosis should in- 
clude an exact measure of the perceptive and 
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conductive component in that case, a definite 
diagnosis of the cause of the conductive loss, if 
present, with a statement of the probable cause 
for the perceptive loss when this can be de- 
termined. Finally a prognosis should be given 
for the possibility of medical restoration of hear- 
ing, and of the future prospects for further 
deterioration or for a stable level of hearing. 

Concerning the possibilities of medical therapy 
of deafness, Canfield’ recently stated that “not 
more than 10% of those whose hearing is im- 
paired can expect unaided improvement in 
hearing”. To compare this rather pessimistic 
view with actual clinical experience, the routine 
patients complaining of impaired hearing seen 
by three otologists (Dr. E. L. Derlacki, Dr. 
A. L. Juers, and the author) in the course of 
one year (1950) were reviewed, 

Of the 1046 patients examined, 420 (about 
40%) were found to have a pure perceptive type 
of loss. Nearly a fourth of these (23.6%) were 
diagnosed as labyrinthine hydrops on the basis 
of a horizontal type of curve with marked fluc- 
tuations in hearing, often with attacks of vertigo, 
with fullness or pressure in the ear and with 
diplacusis. In 12 of the 99 cases of hydrops an 
allergic etiology was suspected and treated, and 
the hearing improved an average of 15 decibels 
for the speech frequencies. However, it is 
difficult in all cases to be sure that the improve- 
ment resulted from the medical therapy since 
the hearing in hydrops tends to fluctuate spon- 
taneously. 

Labyrinthine hydrops is the only form of 
nerve deafness that can be influenced by medical 
treatment. As far as I know there has never 
been a proven case of hearing improvement from 
vitamin therapy. 

The 10.9% of cases of nerve deafness due to 
acoustic trauma are noteworthy because this is 
one of the few kinds of nerve deafness that is 
definitely preventable by routine testing of the 
hearing of employees in noisy industries to 
discover and protect those with tender ears sus- 


ceptible to this sort of damage. 


Among the miscellaneous causes for nerve 
deafness were 3 cases of psychogenic loss. In 
military life ~ psychogenic deafness is quite 
important and frequent, but in civilian life it 


1, Canfield, N.: Audiology, the Science of Hearing, Acta 
Otol. Suppl. 76, 1948 (6-16) 


fection by conservative treatment or by surgery. 


is rare, comprising only a fraction of 1% of all 
cases, 

In contrast to the 40% of cases with a pure 
perceptive loss, where medical treatment is 
generally futile, there were 626 cases or about 
60% of the total number seen, with a conductive 
loss, and the majority of these could be improved 
substantially by medical or surgical treatment. 

The largest group with a conductive loss were 
453 patients with otosclerosis. Although this 
series was somewhat selective in that many of 
these patients came or were referred for possible 
fenestration, nevertheless the high incidence of 
otosclerosis as a cause for deafness is noteworthy. 

The second most frequent cause for conduc- 
tion deafness was occluded eustachian tube with 
secretory otitis in 52 cases or 8.3% of the pa- 
tients with a conductive loss, Treatment con- 
sisted of inflations with control of any nasal 
allergy; adenoidectomy in 5 cases, paracentesis 
in 3 cases and radium to the eustachian orifices 
in 1 case. Secretory otitis practically always 
responds to therapy with normal hearing. In 
33 cases retested after treatment the hearing 
had improved an average of 19 db for the speech 
frequencies. Our experience agrees with that of 
Dr. Gordon Hoople who found that secretory 
otitis is a frequently overlooked cause for im- 
paired hearing in al] age groups. It is the only 
form of deafness benefited by inflations, Allergy 
was an important factor in the tubal occlusion 
of many of our cases, 

Adhesive otitis, the end-result of a previous 
suppurative otitis media, accounted for 50 cases, 
or 7.9% of those with conduction deafness, and 
none were improved by therapy. 

There were 34 cases (5.4%) of chronic sup- 
purative otitis media, about one third of which 
(13 cases) were improved an average of 18 db 
for the speech frequencies by clearing the in- 


Perforation of the tympanic membrane caused 
27 cases (4.3%) of conduction deafness. Closure 
was successfully accomplished in 7, with an 
average gain of 14 db for the speech frequencies. 
Time does not permit discussion of this group 
except to say that the technic of closure as de- 
veloped by Dr. Derlacki has been used in more 
than 100 cases, with successful results in 70%, 
usually with a very useful restoration of hearing. 


The conduction loss was due to occlusion of 


the external auditory meatus in 10 cases (1.6%), 
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4 due to cerumen, and 6 to congenital atresia. 
‘'wo of the latter were operated with an average 
gain of 36 db for the speech frequencies. 

Of the 453 patients with otosclerosis, 66 cases 
or about one in seven, were unsuitable for sur- 
gery on account of advanced nerve degeneration. 
In 54 cases (11.9%) the hearing loss was not 
yet sufficient to require surgery, while in 333 
cases (73.5%) fenestration offered the chance 
of a useful hearing improvement. Since patients 
with otosclerosis may be helped by a hearing aid, 
the fenestration operation is very definitely an 
elective procedure. On the basis of speech tests 
made with the patient’s hearing aid before 
surgery, and without the aid after operation, we 
have found that on the average in “A” cases 
ideally suited for operation fenestration pro- 
vides slightly superior hearing to a hearing aid. 
There were 210 “A” cases, of whom 144 chose 
surgery, 67.59% reaching the 30 db level of 
practical hearing at the most recent test. There 
were 8Y “B” cases, with slight nerve degenera- 
tion, of whom 49 were operated, 28.9% reaching 
practical hearing. ‘There were 36 “C” cases of 
borderline suitability, of whom 12 chose surgery, 
though without the expectation of reaching prac- 
tical hearing, and none did. Of the 205 patients 
with otosclerosis who elected surgery, 53.4% or 
roughly half were fully rehabilitated and reached 
the 30 db level of practical hearing. 


Audiological rehabilitation, the third step in 
the management of deafness, is indicated for 
those who after the possibilities of medical treat- 
ment have been exhausted, still have a handi- 
capping hearing impairment. ‘Time does not 
permit more than a mention of the four im- 
portant facets of this important field; hearing 
with a 


aid evaluation, auditory re-education 


hearing aid, lip reading and speech correction. 

In conclusion, roughly 40% of patients seen 
in 1 year in an otologie practice had a hearing 
loss that could be improved substantially by 
medical therapy. From this experience we be- 
lieve that: 


1. Modern otology has more to offer the hard 


of hearing patient than is sometimes ap- 
preciated. 

2. Enough cases of unrecognized secretory 
otitis are seen, or of a previously untreated 
perforation, or of otosclerosis suitable for 
fenestration but who had previously been 
diagnosed as incurable nerve deafness, to 
believe that inaccurate diagnosis is an 
important cause for failure to achieve the 
optimum results from medical manage- 
ment. 

DISCUSSION 

Dr. William F. Hubbel, Decatur: I would like 
to ask Dr. Shambaugh what has been his experience 
with radium. 

Dr. Shambaugh: We use radium in the naso- 
pharynx in only occasional cases of secretory otitis 
in children where thorough surgical removal of 
adenoid tissues already had been carried out. : 

Dr. William A. MeNichols, Dixon: What do you 
think of Vitamin A and in how many cases have 
you tried it? 

Dr. Shambaugh: 
cases of deafness but have yet to see any case 
where it was of benefit. In our experience there 
were no vitamins which were effective in the treat- 
ment of deafness. 

Question: What do you mean by weak histamine? 

Dr. Shambaugh: We use histamine according to 


French Hansel’s technic, diluted 1 to 1,000,000 up to 


We have used Vitamin A in 


1 to 100,000,000. 


Question: Do you use histamine in preference to 
house dust for the treatment of nasal allergy? 
Dr. Shambaugh: No, The majority of non-sea- 


sonal nasal allergies due to house dust sensitivity 
respond very well to dilute house dust extract. 

Question: What about the question of secretory 
otitis media? i 

Dr. Shambaugh: First, determine its cause and 
remove it — such as hypertrophied adenoids or a 
nasal allergy. Secondly, repeated inflation with 
paracentesis if the ear continues to be filled with 
fluid. 

Question: How do you close perforations of the 
tympanic membrane? 

Dr. Shambaugh: We are using a technic first 
described by Dr, Linn of Des Moines, Iowa, modi- 
fied by us. The margins are carefully cauterized 
with 50 per cent trichloracetic acid followed by the 
application of a pledget of cotton which is kept 
moist with dilute alcohol or urea solution. The 
cautery is repeated at weekly intervals until the 
closure is complete. 
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Complications of Puerperium 


Conrad G. Collins, B.S., M.S., M.D., Jason 


H. Collins, B.S., M.D. and Frank G. Nix, M.D. 
New Orleans 


The marked decrease in maternal mortality in 
the United States in the past fifteen years has 
come about by a keen awareness of the major 
causes Of death in obstetrics prior to and during 
that period, and the institution of measures both 
prophylactic and curative to combat those causes. 
Any further reduction in the mortality and 
morbidity will be accomplished only by a critical 
analysis of the many remaining causes of mortal- 
ity and morbidity and the quest for, and applica- 
tion of, newer procedures and therapeutic meas- 
ures. In the main, improvements in the past 
fifteen years have been accomplished by a slight 
but definite increase in surgical procedures as 
applied to obstetrics, the increased use of blood 
transfusion and the advent of chemotherapy. Also 
the great majority of women are now being de- 
livered in hospitals by special trained attendants. 
The use of the Waagenstein suction, blood trans- 
fusion, intravenous administration of fluids, early 
ambulation, surgical incisions from episiotomy 
to total hysterectomy at the time of cesarean 
section, and antibiotics, have brought new bene- 
fits and also new complicatons. Morbidity in the 
puerperium, post partal or post abortal, is fre- 
quently a forerunner of mortality. Early recog- 
nition of the causes of morbidity and the judi- 
cious application of therapy most frequently de- 
feats mortality. 

The presence of fever, increased pulse rate or 
respiratory rate, in the puerperium is usually the 
first indication of impending morbidity and per- 
haps mortality. Careful checking and interpre- 
tation of these observations, constant attention 
to parturient charts and complete physical exam- 
ination, will mean earlier diagnosis, earlier ap- 
plication of therapy, and be productive of better 
results. Because a patient has had a baby or 


From the Department of Obstetrics and Gynecology, 
Tulane University of Louisiana, School of Medicine, 
The Tulane Unit, Charity Hospital and the Ochsner 
Clinic, New Orleans, Louisiana. 

Presented before the General Assembly, 111th An- 
nual Meeting, Illinois State Medical Society, Chicago, 
May 22, 1951. 


abortion is no reason to focus our entire atten- 
tion upon the female pelvis and birth canal as a 
possible cause of the complication. The ap- 
pearance of any sign or symptom demands a 
thorough head to foot physical examination of 
the patient. In fact many areas of the body 
must be examined daily in an attempt to dis- 
cover signs and symptoms when they first appear, 
if the decrease in maternal mortality is to con- 
tinue. 
Fyes—In many cases jaundice appearing in 
the sclerae will be the first indication of a com- 
plication. The appearance of jaundice in the 
puerperium may mean hemolysis from incompat- 
ible blood, sickle cell disease, a hemolytic blood 
stream infection or an infection by Bacillus 
Welchii. Rarely the concomitant appearance of 
jaundice and parturition may signal the appear- 
ance of infectious hepititis or homologous serum 
reaction. Jaundice as a result of absorption of 
blood pigments by the peritoneal cavity from 
blood not removed at the time of laparotomy is 
occasionally seen, especially in cases recovering 
from operation for ectopic pregnancy. The same 
is true in cases having had blood loss prior to 
and at the time of cesarean section into the ab- 
dominal cavity, which blood has not been 
thoroughly removed by suction at the time of 
laparotomy. We still see an occasional case of 
B. Welchii infection and occasionally cases of 
marked blood stream infection by hemolytic 
streptococcus. The latter usually die early ex- 
hibiting the characteristics of the Waterhouse- 
Friderichsen syndrome. Reactions from blood 
transfusion are ever present and sickle cell dis- 
ease, the great masquerader, very frequently 
simulates postpartal infection. In the presence 
of jaundice a study of a blood preparation for 
sickling, and blood cultures for hemolytic strep 
and B. Welchii are adamant. It. might be stated 
here that all cases of criminal abortion admitted 
to our service are routinely given combined mixed 
tetanus and gas gangrene serum on admission. 
Though we have not completely eliminated the 
presence of those two serious complications, cer- 
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tainly. we believe over the period of years the 
constant use of serum has helped lower the in- 
cidence of these complications and mortality 
there-from. 

Oral Cavity—The increased frequency of 
usage of aureomycin has been followed by an in- 
crease in number of reports of vaginitis and oral 
pharyngitis due to mycotic infections and/or al- 
lergy. The decrease in the normal bacterial 
flora of these cavities by the use of antibiotics 
seems to allow for unrestricted growth of candida 
albicans or cryptococci. Certainly in any case 
where this drug is being used, frequent examina- 
tions of these cavities are indicated. Therapy 
with gentian violet, propion jel, and in some 
cases, antihistimines, will produce the desired 
results, 

The increased use of the Waagenstein suction 
tube and nasal oxygen together with poor oral 
hygiene in some patients allows for drying of the 
buccal mucous membrane. Attention to fluid 
balance and oral cavity hygiene should all but 
eliminate acute parotitis. ‘Though infrequently 
seen, the high mortality rate formerly associated 
with this disease makes it one of the major com- 
plications of the bed patient. Routine palpation 
of the parotid glands daily postoperatively or 
postpartally is essential. The early detection of 
tender areas in this gland and early institution 
of therapy offers a much better prognosis. For- 
merly when this condition had to be treated by 
incision and drainage of the abscesses once they 
were found, or the application of radium or x- 
ray to the involved areas, the mortality was high, 
being variously placed at from 25 to 30 per cent. 
However, by means of early detection and the 
early use of potassium iodide to increase saliva- 
tion, and penicillin, this complication should no 
longer be as lethal as formerly. We have seen 
one such complication only as late as a few 
months ago. It was only by means of routine 
palpation of the parotid gland as performed by 
our service that it was detected early and the 
prompt institution of therapy not only controlled 
the infection but the patient’s hospital stay was 
net increased. 


Neck.—During the daily examination of the 
patient stiffining of the muscles of neck and 
jaw should be sought out. The increased use of 
spinal, saddle block and caudal anaesthesia in- 
treases the potentialities of chemical and infec- 
tious meningitis. At the first sign of rigidity 
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of neck muscles spinal fluid examination is in- 
dicated. 'Trismus of the jaw as well as rigidity 
of the neck is indication of.tetanus. Post partal 
or post abortal tentanus is still a clinical entity 
observed by us. ‘l’'o reiterate, prophylactic mixed 
tetanus and gas gangrene serum is utalized in all 
cases of criminal abortion admitted to our service. 
Tetanus is combatted by penicillin, intravenous 
anaesthesia, curare and curare like drugs aided 
by tracheotomy in severe cases, 

Breast.—We belong to the group who believe 
that engorgement of the breast is at times. ac- 
companied by a moderate to high fever, ‘hough 
definite scientific proof to substantiate this be- 
lief is wanting, nevertheless we cannot entirely 
disregard the fact that patients having lever 
postpartally, coincident with the marked swell- 
ing and congestion of the breast, improve rapid- 
ly if the breasts are decompressed by the use of 
dehydration and/or breast pump. Certainly we 
feel much happier if we have a patient having 
postpartal fever and we find congested breast 
than if we do not, because in the vast majority 
of these patients the simple measures described 
before will not only produce relief of the pain 
in the breast but also be accompanied by a rapid 
and sustained drop in temperature. ‘lhis is no 
reason however not to complete the physical ex- 
amination if congested breasts are found. Con- 
gested breasts may be incidental and the true 
etiological factor disregarded. Occasionally, at 
a later date cracks and fissures in the nipple may 
be accompanied by cellulitis of the breast. Here- 
again in addition to dehydration the use of 
antibiotics produces a rapid cure, In some pa- 
tients, the occasional one fortunately, fever will 
not be detected for two to three weeks following 
delivery and a deep-seated breast abscess found 
on examination. Here as in the days prior to 
antibiotics incision and drainage of the abscess is 
needed. 

Chest.—Minute examination of the chest in 
patients having postpartal rise in pulse, tempera- 
ture or respiratory rate for pneumonia, atelec- 
tasis, infarction or embolism is compulsory. As 
infarction is often silent, routine chest plates on 
all postpartal or postabortal patients having 
fever is indicated and if the symptoms fail to 
improve in two to three days, repeat x-ray of the 
chest is necessary. Often the roentgenographic 
evidence of proven infarction cannot be made 
until 48 hours after the infarct has occurred. 


In postpartal or postabortal pneumonia the aid 
*¥¥atelectasis should be considered as infarction un- 


til proved otherwise. This is only made possible 


of the internist is needed and the success at- 
tained by use of chemotherapy in pneumonia is’ 
legion. Atelectasis however still remains a for- 
midable complication. Ideally every woman, at 
the time of delivery, should have anasthesia with 
her stomach empty but this is not feasible in all 
cases. ‘lrue we can restrict or eliminate the 
intake of food and fluids in patients in labor 
who appear at the hospital early, however, as we 
all know, some women will go into labor after a 
very heavy meal or will eat a heavy meal even 
though they are in labor, and in some instances 
their physicians will allow them to have food and 
drink while in labor. We are all cognizant of 
massive collapse of the lung due to aspiration of 
vomitus at the time of delivery, however, if a 
small amount of ingested material is aspirated 
only a patchy atelectasis will result and infre- 
quently the effects of this will not be evident un- 
til 48 to 72 hours postpartal or postabortal. ‘The 
signs and symptoms of atelectasis vary from im- 
mediate shock and cyanosis when a large bron- 
chus is plugged, to impaired respiration, in- 
creased respiration and fever, 24 to 48 hours 
after aspiration of the material into the smaller 
bronchioles. ‘The therapy of this condition, if 
it occurs immediately post delivery, while the 
patient is in the delivery room and under the 
anesthetic, is to tilt the head downward and clear 
the passage by means of an airway and suction 
and, if at all possible, bronchoscopic aspiration 
of the plug. For the mild cases or those of 
moderate severity the patient’s affected side 
should be placed upright and the patient slapped 
soundly on the back over the affected area. 
This may result in loosening of the plug which 
the patient will promptly cough up. Occasional- 
ly bronchoscopic examination is needed in these 
vases. For those with the mild scattered patchy 
atelectasis, oxygen, blow bottles, and prophy- 
lactic administration of antibiotics, is the ther- 
apy of choice. 

In dealing with the pregnant woman, more 
types of embolism are encountered than in any 
other person. Embolism may occur from fat, 
air, amniotic fluid or blood clot. As the first 
three mentioned are usually encountered prior 
to or concomitant with delivery our discussion 
of embolism will be limited to the type most 
frequently seen postpartally, that due to blood 
clot. An area in the chest diagnosed by physical 


examination or roentgenogram as pneumonia or 


by a complete survey of the pelvis and the legs 
as will be described later. Confirmation of in- 
farction demands immediate therapy. If one 
believes in anticoagulants, they should be used; 
if one believes purely in vein ligation, ligatures 
proximal to the clotted vein should be applied, 
If one believes in both methods he should apply 
one or both judiciously. 

Abdomen.—An incision in the abdomen is not 
infrequently the cause of post-operative fever or 
increased pulse rate. ‘This may be due to seroma, 
hematoma, wound abscess, wound dehiscence o 
evisceration. In published reports, evisceration 
is accompanied by a very high mortality. Qu 
our service, however, since we have adopted the 
policy (1946) that any time an abdominal in- 
cision is to be explored for the possibility of one 
of the factors mentioned, it is to be explored 
only in the operating room. Exploration is not 
to be done in the patient’s room or on the ward. 
No longer is a probe or a curved pair of forceps 
thrust between the sutures or a few sutures re 
moved and the wound inspected while the pa- 
tient is in her own bed. Whenever any com- 
plicating factor of the abdominal incision is 
suspected an operating room is set up and the 
patient brought to the operating room, the su- 
tures removed, and the wound inspected there. 
If a seroma is found, adequate drainage is estab- 
lished. If a hematoma is found, it is emptied 
completely, as is an abscess. If a mild wound 
dehiscence with separation of only the fascia is 
found, the wound is resutured. In this way 
we have been able to uncover cases of eviscera- 
tion that by inspection and palpation in the px 
tient’s bed would not have been discovered early. 
We have not had but one fatality from eviscers- 
tion since January 1, 1946. ‘This case evis 
cerated two weeks postoperatively after having 
been transferred to the medical service for cot- 
trol of her diabetes. ‘To reiterate, wound evi 
ceration can be accompanied by a high mortal: 
ity rate. This we believe is due to the shod 
incurred when intestine and omentum is pv 
truding between a gaping wound for hours be 
fore the patient is brought to the operating room. 
Patients do not die from evisceration but from 
late detection of evisceration. 


Whether or not an incision is present in the 
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abdomen, the abdomen should be inspected daily 
for distention and peristalsis; ileus being com- 
batted by Waagenstein suction and intravenous 
fluids. Peritonitis is treated by the same agents 
plus penicillin and one of the mycins. The 
combined antibiotic therapy being much more 
efficacious as a larger bacterial spectrum is cov- 
ered. Any time pus is obtained, smears and 
cultures should be made in order to identify the 
organism. Formerly this was done only as an 
investigative procedure to establish the types 
and frequency with which organisms produced 
infection. Today it is very important to obtain 
such information, as inefficacy with one form of 
antibiotic means that sensitivity tests can be run 
on the cultured organisms and perhaps an anti- 
biotic that might be more efficacious suggested. 
In all cases of abdominal distention, with or 
without peristalsis, a scout film of the abdomen 
should be taken. This abdominal roentgenogram 
should also take in the subphrenic areas, so that 
an elevated diaphragm from air or pus can be 
detected. We have seen air under the diaphragm 
as a result of perforation of the uterus or rup- 
tured uterus. An elevated diaphragm from post- 
abortal or postpartal subphrenic abscess is oc- 
casionally detected. The possibility of an abscess 
in the abdomen elsewhere should always be con- 
sidered. In particular, patients known to have 
had ovarian cysts of fibroids should be carefully 
watched postabortally or postpartally because it 
is at this time that the cysts most freqently 
undergo torsion. Diminution in the size of the 
uterus and release of intraabdominal pressure 
seem to favor the increase susceptibilty of ovar- 
ian tumors to torsion. Of course any time a 
fibroid is present one must think of the various 
types of degeneration thev might undergo. 


Vulva and vagina.—Careful inspection and 
palpation of the vulva and vagina for hematoma 
of the vulva, infected episiotomy, or thrombosed 
veins, is important. Not only is the examination 
important but the method of examination is im- 
portant. We have seen patients die as a result 
of hematoma of the vagina, the hematoma ex- 
tending up into the broad ligament and concealed 
fatal hemorrhage resulting. An examination of 
a episiotomy wound for infection or hematoma 
means examination of this wound with one 
fnger in the vagina and one in the rectum and 
the incision palpated between the two fingers. 
One finger in the vagina and none in the rectum 
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will mean that one will miss many cases of in-, 
fection or hematoma of the episiotomy wound. 
Also the finger in the rectum will detect im- 
pacted feces which in itself can cause postopera- 
tive distention and fever. The detection of a 
thrombosed vein is important as it may be the 
starting point of a suppurative pelvic throm- 
hophlebitis. 

Pelvis.—A not infrequent cause of postpartal 
fever is retained lochia. When retained lochia 
ends and endometritis begins is a moot question, 
however in the parturient with scanty lochial 
flow and perhaps a rise in the heighth of the 
fundus we should immediately prescribe an 
oxytociec in order that the uterus may be made 
to empty itself of retained clots or placental 
tissue. 

We are always very happy in examining a 
patient with postpartal infection to find areas of 


‘induration in one or both of the parametria, 


as septic cases of this type, in our experience, 
offer the best prognosis. Parametritis means that 
the major portion of the infection is in the 
lymphatics and that by the use of heat, anti- 
biotics, and transfusions, the vast majority will 
recover. On the other hand, in marked post- 
partal infection with a freely movable uterus 
and with little or no parametrial thickening, we 
know that the majority of these cases have sup- 
purative pelvic thrombophlebitis and that the 
infection is in the blood vessels primarily. It is 
in this type that septic infarction to the brain, 
kidney, liver and spleen occur, or bacterial en- 
docarditis, or mycotic aneurysms develop. These 
patients usually die from sepsis. This is the 
type of patient, who if she does not respond to 
medical regimen or antibiotics, blood transfu- 
sions, fluid balance ete., is subjected by us to in- 
ferior vena cava ligation and ligation of the 
ovarian vessels with good results. In other 
words, in a case of puerperal sepsis, when no 
other factor is found to explain the fever, and 
the uterus is movable with or without the palpa- 
tion of thrombosed veins in the parametrial area, 
we have the most seriously ill of all. Pelvic 
peritonitis is treated the same way as peritonitis 
of the general abdominal cavity. Certainly cases 
of puerperal sepsis, where the etiological factor 
is found to be in the pelvis, should be repeatedly 
observed and examined, preferably at four to 
five days intervals, not only to detect thrombosed 
veins but also to detect ovarian abscess, cul-de- 
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sac abscesses or parametrial abscess. Should this 
type of pathology be encountered, incision and 
drainage, either extraperitoneal or through the 
cul-de-sac, should be performed as soon as the 
abscess is diagnosed. Abscesses of the ovary, the 
parametrium or cul-de-sac, postpartal, can rup- 
ture spontaneously into the general peritoneal 
cavity. A high mortality rate results similar 
to that seen in ovarian abscesses that develop 
from other causes and rupture spontaneously into 
the peritoneal cavity. And last but not least 
when the vulva and vagina are examined one 
should be careful to try to detect the presence 
of crepitation which usually portends a gas ba- 
cillus infection. 

Urinary system.—Cystitis or pyelitis develop- 
ing postpartally is a frequent complication. Ex- 
amination of catheterized specimens of urine 
for pus, and the sediment for organisms, is man- 
datory. Fortunately the advent of sulfa drugs 
and antibiotics have rendered these complications 
less serious. The great increase in the use of 
saddle block or caudal anaesthesia has increased 
the frequency of bladder complications. It takes 
some time for the bladder to recover and unless 
these bladders are carefully watched and kept 
emntied by the use of repeated catherization or 
indwelling catheters, ability to empty the bladder 
completely is a matter of days. In this regard, 
both the use of catheters or overdistention of the 
bladder with incomnlete emptving made a person 
more susceptible to urinary tract infection. 
Ninetv per cent of the urinarv tract infections 
that we see are due to escherichia coli. These 
of course resnond to therapv with sulfathaladine 
and sulfadiazine. Occasionally it is necessary 
to use one of the mvcins. A description of the 
complications arising in the urinary tract will 
not he eomnplete without a word or two about re- 
actions to hlood transfusions and the develop- 
ment of a lower nephron nephrosis. It is true 
that blood transfusions are saving lives, but it 
is alco true that manv deaths are the result of 
iniudicious use of blood transfusion or poor typ- 
ine or cross matching. When one is not sure 
about his laboratory, an indwelling catheter 
placed in the bladder when the transfusion is 
running with constant observation of the urine 
is of advantage, for the hemolvsis can be detected 
early and the transfusion stopped. Once lower 
nephron nephrosis has developed, the patients 
are treated conservatively, in that we do not use 


decapsulation of the kidney, the artificial kidney, 
peritoneal lavage, or lavage of an isolated loop 
of small intestine. We rely upon a sensible fluid 
balance regime, consisting of 1,000 cc. of 5 per 
cent glucose I.V daily, plus an added amount 
of 5 per cent glucose intravenously equal to the 
quantity of urine that the patient excreted dur- 
ing the previous 24 hours. Serial cardiograms 
are taken in order to determine the presence or 
absence of hyper or hypo kalemia. If hypokal- 
emia develops, then 1.33 gms. of potassium chlor- 
ide is given intravenously. No saline is given 
as these patients are having salt retention. In 
hyperkalemia there is the possibility it may be 
necessary to use small amounts of sodium chlor- 
ide despite the fact that the patients already have 
soduim retention. The diuresis that occurs fol- 
lowing recovery of the kidneys is usually ob- 
served from the seventh to the twelfth day fol- 
low the onset of oliguria or anuria. When it 
occurs it is particularly important to observe the 
urinary output as some patients may excrete as 
much as 8 liters per dav and seriously deplete 
their chloride reserve. 
sodium chloride intravenously, but not until this 
does occur. 

Extremities—Examination of the extremities 
is most important and should be conducted twice 
daily whether or not the patient has any evidence 
of postpartal complications. Palpation of the 
thighs along the course of the femoral veins, 
palpation of the calf and dorsiflexion of the 
feet should be performed twice daily. At the 
first indication of Homan’s sign or tenderness 
along the course of the femoral vein, venous 
clotting should be considered and the signs and 
symptoms carefully evaluated. If one believes 
that intravascular clotting is occurring then 
anticoagulants or bilateral ligation of the femor- 
al vein should be utilized. Occasionally a throm- 
bophlebitis develops, and here lumbar sympathet- 
ic block is utilized. It is to be remembered that 
in thrombophlebitis of the leg veins, the pa- 
tient usually calls one’s attention to the fact that 
her leg is swollen and tender, whereas in phle- 
bothrombosis, we have to tell the patient that a 
complication is developing. We must detect the 
tender areas, because in phlebothrombosis fatal 
pulmonary embolism may result before any com- 
plaint is uttered by the patient. In thrombo- 
phlebitis the clot is firmly attached to the vein 
wall and a fatal embolism is a rarity. 
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The extremities, including the buttocks, should 
be palpated thoroughly as the increased use of 
intramuscular and subcutaneos injections of 
therapeutic materials has increased the number 
of deep seated abscesses encountered. If this is 
not kept in mind therapy of postpartal fever 
may be misdirected. 

CONCLUSIONS 

Though maternal mortality has shown a re- 
markable decrease in the United States in the 
past fifteen years, there is still much to be de- 
sired. Each new therapeutic measure introduced 
has in part been responsible for this reduction. 
However, each new therapeutic measure also 


carries new complications. Though the incidence 
of many causes of mortality and morbidity has 
been lowered throughout the years they have not 
completely disappeared. Any further improve- 
ment in the increase of maternal mortality and 
morbidity depends upon a knowledge of these 
factors, and a recognition of the dangers, as well 
as the benefits of newer methods, drugs or chem- 
icals. There can be no substitute for continued 
education of general practitioners and specialists. 
Complete physical examination of the patient 
and continuance of long established surgical 
principles has not been replaced by wonder 
drugs. 


Is IT ASTHMA OR CARDIAC 
FAILURE? 


There appear to be no infallible guides by 
which to differentiate between cardiac insuffi- 
ciency and asthma as a cause of dyspnea, wheez- 
ing and coughing in elderly patients. Many of 
the symptoms of one condition are also symptoms 
of the other. Even the results of therapeutic 
trial cannot be relied upon to establish diagnosis, 
for drugs effective in treatment of heart disease 
may also help relieve asthma, and vice versa. 


’ Although there is no single factor that can 


be considered pathognomonic, there are certain 
symptoms and results of tests which are more 
strongly indicative of one condition than of the 
@ther.... 
A. Indicative of asthmatic origin: 
1. A long history of asthma or other aller- 
gic diseases. 
2. Other manifestation of allergic reaction. 
3. Sputum tenacious and containing Char- 
cot-Leyden crystals, eosinophils, and 
Curschmann spirals. 
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4, Kosinophilia in blood and _ secretions 
(nasal and bronchial). | 

5. Circulation time normal or even short- 
ened. 

6. Response, often dramatic, to iodides. 
and sympathomimetic drugs. 

B. Indicative of cardiac origin: 

1. History or evidence of cardiovascular- 
renal disease. 

2. Moist basilar rales in addition to sonor- 
ous and sibilant rales. 

3. Sputum more fluid or frothy and even 
blood-tinged, without Charcot-Leyden 
crystals or eosinophils. 

4, Respirations more rapid and the two 
phases less disproportioned. 

5. Circulation time prolonged (whether 
asthma coexists or not). 

6. Good response to treatment for cardiac 
insufficiency (including bed rest, digi- 
talis, and mercurial diuretics). 

Excerpt: Asthma and Cardiac Dyspnea — A 
Differential Diagnosis, Frank Perlman, M.D., 


' Portland, Ore., Calif. M., Sept. 1951. 


The Practicing Physician and Public Health 


Walter L. Bierring, M.D. 
State Commissioner of Health 
Des Moines, lowa 


As physicians and public health administra- 
tors, we have come to recognize the increasing 
importance of a closer relationship between 
community or public health and the practicing 
physician. 

Preventive medicine and public health are 
the newest branches in medicine and in spite of 
much misunderstading are rapidly reaching the 
front line of social progress. 

Preventive medicine and curative medicine 
can not be separated on any sound prinicple, 
and in any scheme of medical service must be 
brought together in close coordination. An 
eminent American surgeon and past president 
of the American Medical Association a genera- 
tion ago spoke these words — “prevention runs 
like a thread of gold through the entire fabric 
of medicine”. 

The medical profession has often misunder- 
stood the purposes and objectives of public 
health, largely because fundamentally its basis 
seems different from that of medical practice. 
The latter focused its attention upon disease as 
it occurs in the individual patient, while the 
public health physician is more concerned with 
the health of communities and the broader as- 
pects of disease, the morbidity and mortality 
rates, environmental protective measures, and 
the economic loss incident to disease. 

The latter field of service requires the coopera- 
tion of qualified non-medical personnel, such as 
the sanitary engineer, the public health nurse, 
the statistician, the epidemiologist, the health 
educator, and above all the spirit of the mission- 
ary. 

The modern public health movement was 
founded upon the discoveries of the last six 
decades in the field of bacteriology. With the 
discovery of the etiological agents of many of 
the infectious diseases and their mode of spread, 


Presented at the 111th annual session of the Illinois 
State Medical Society, Chicago, May 22-24, 1951. 


344 


it became possible to institute preventive meas- 
ures, such as water purification, sanitation and 
food protection. It ushered in a new era in 
preventive medicine as well as in curative 
medicine. Recognition of the role of the mos- 
quito as a vector in the spread of yellow fever 
and malaria, has brought these diseases under 
control and has made the tropics habitable for 
the white man. Continuing progress in our 
knowledge of the virus infections is likewise 
bringing us closer to their control and possible 
cure. The effective control of malaria, typhus 
and other tropical diseases during World War II 
will form an epic story in preventive medicine 
throughout the years to come. 

With each new discovery in this field of 
scientific endeavor, the interpendence of the 
public health worker and the practicing physi- 
cian has become more marked. This was spe- 
cially evident with the advent of the public 
health laboratory, particularly in the facilities 
offered for diagnostic cultures in diphtheria, 
typhoid, pneumonia and brucellosis, animal 
inoculation in tuberculosois, early recognition of 
the different species of malaria parasites ; specific 
agglutination tests in typhoid, brucellosis, Rocky 
Mountain spotted fever, the recognition of 
rabies, the signficance of the Rh factor, sero!ogi- 
cal tests for syphilis, and the preparation of 
vaccines, antitoxins, specific therapeutic sera, 
convalescent serum for measles, whooping cough 
and scarlet fever, and more recently blood 
plasma and other blood derivatives. 

The practicing physican would feel helpless 
without these diagnostic facilities, and the fur- 
ther aid in the control and treatment of many 
infectious diseases. Again, without the active 
cooperation of the practicing physician, the 
epidemiologist would be likewise hindered in 
accomplishing the best results. 

The introduction of penicillin, a product of 
the bacteriological laboratory, has revolutionized 
the treatment of syphilis, gonorrhoea, and many 
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of the pyogenic infections; other antibiotics as 
streptomycin, aureomycin and terramycin offer 
further promise in the treatment of tuberculosis, 
brucellosis, as well as certain rickettsial and 
viral diseases. 

We are aware that many scientific achieve- 
ments in recent years have not as yet had their 
full impact on medical practice, yet with the 
increasing use of antibiotics in infections, it is 
possible to foretell that in the next ten years 
many infectious conditions, now requiring sur- 
gical treatment will be successfully controlled 
by non-surgical means. 

The development of rapid treatment centers 
for venereal diseases with the careful scrutiniz- 


ing of the therapeutic benefits of the newer © 


antibiotic remedies, has pointed the way for the 
treatment of these diseases by the practicing 
physician either in private office or hospital 
service, as a part of the general routine of his 
practice. Hospitalization of these diseases has 
been reduced to a minimum. 

The requirement of premarital and prenatal 
seriologic tests has distinctly reduced the inci- 
dence of congenital syphilis. 

With the conquest of the communicable dis- 
eases in the early years of life, and more recently 
of bacterial infections at all ages, the problems 
of our progressively aging population, the so- 
called degenerative processes — cancer in all its 
forms, and the deficiency diseases, are assuming 
increasing importance in the field of general 
practice, and are now generally accepted as 
public health problems. As the life span has 
been lengthened some thirty years, we are gradu- 
ally becoming a population of elderly people. 

These newer problems of public or community 
health are definitely changing the pattern of 
medical practice, and at the same time distinctly 
modifying the functions of the public health 
administrator, as well as the character of ap- 
proach to bring these diseases under control. 

The conquest of infectious diseases was most 
successfully accomplished through mass attack, 
which, however, can not prevail in applying the 
principles of preventive medicine in this new 
field of public health activity. 

The early recognition, possible arrest and cure 
of the degenerative and deficiency diseases, comes 
properly within the field of the practicing 
Physician. He holds the key position in this 
new frontier of medical investigation, and is 
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better able to recognize early signs through 
intensive study of the individual patient, par- 
ticularly as regards reactions to life and en- 
vironment and various social influences. 

In several screening or case-finding programs 
instituted by public health agencies in conjunc- 
tion with special tuberculosis and heart associa- 
tions, involving particularly mass chest film 
surveys, many an abnormal chest condition, both 
of the heart and lungs, is brought more promptly 
to the attention of the attending physician. 

In the field of industrial hygiene, in prevent- 
ing the hazards of industry, as well as the con- 
trol of occupational diseases, the practicing 
physician has the further opportunity of apply- 
ing the principles of preventive medicine. 

Nutrition is likewise becoming a public health 
problem, as it concerns the health of communi- 
ties, and likewise assuming an equally important 
role in the treatment of the individual patient. 

Thus the general physician of today, as well 
as the medical and surgical specialist, are con- 
scious of the increasing part that preventive 
medicine plays in their professional activities. 

Again, the practicing physician recognizes his 
dependence on the qualified public health worker, 
as per example. 

The follow-up care of a patient with tubercu- 
losis as to the need of further treatment.is of 
frequent concern to the attending physician, 
particularly if the patient lives at some distance, 
yet here the public health nurse can best obtain 
this information for him and likewise influence 
the patient to continue under medical super- 
Vision. 

The public health nurse can be of further 
assistance to the attending physician in ad- 
vising expectant mothers during the pre-natal 
period, as well as after delivery and return from 
the hospital; likewise where one or more cases 
of scarlet fever or measles occur in a farm home, 
the public health nurse can best direct the nec- 
essary preventive measures. 

In rural schools the public health nurse is the 
only one capable of recognizing abnormal con- 
ditions of the eyes, ears, nose, throat, skin and 
scalp, and bring the same to the attention of a 
physician. 

A few years ago a number of young babies 
were referred to the University Hospital, Iowa 
City, with severe cyanosis. This condition of 
methemoglobinemia disappeared as soon as city 
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water was used in the feeding mixture. As soon 
as the babies were returned to their homes, the 
cyanosis reappeared. This problem was solved 
by the sanitary engineer, and explained by the 
excess of nitrates (more than 50 p.p.m.) in the 
well water used for home feeding. 

In epidemics due to milk or water born in- 
fection, the nurse and engineer can render in- 
valuable assistance to the epidemiologist and 
attending physician in determining the source 
of the epidemic. 

The plans that are now being instituted in 
a number of cities for the fluoridation of the 
public water supply to prevent the development 
of dental. caries, will require the constant super- 
vision of a qualified sanitary engineer. 

In the larger centers of population the sani- 
tary engineer is the guiding force in determin- 
ing the purity of public water and milk supply, 
the planning of adequate sewage disposal, the 
control of flies, and other vectors transmitting 
disease, as well as sanitary housing. 

While the problems of community and in- 
dividual health are closely related, the admini- 
stration of maintaining community health re- 
quires an organization of specially trained per- 
sonnel, entirely different from that needed for 
the treatment of the sick; modern public health 
service will never fulfill its true purpose until 
its benefits have been extended to every com- 
munity in this state and the Nation by the 
organization of local health services or local 
health departments. 

About such local or commnity units of serv- 
ice there is still much misunderstanding. 

In the old days, when we did not have high- 
ways and railroads, it was difficult and took a 
long time to get from one place to the other. 
Because of this, smaller units like towns, small 
cities and villages were the places where gov- 
ernment conducted its principal business, Epi- 
demies of contagious diseases like typhoid fever, 
diphtheria and small-pox were the major cause 
of death. Public health activities were limited 
to the control of these diseases by isolation of 
eases, disinfection, quarantine of close contacts 
and community sanitation. What was needed 
then was a doctor to diagnose the disease and 
prescribe the remedy, and a Board of Health 
to enforce the quarantine rules. It was suf- 
ficient in those days to have part-time health 
officers and to have the local government of- 
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ficials act as the Board of Health. 

But things have changed over the years. An 
intricate network of highways and railroads now 
makes it easy for us to travel from one end oj 


this State to the other. Trade areas inciude 
whole counties and groups of counties. In the 
field of health, too, we see a different picture, 
The epidemics of typhoid fever and diphtheria 
and other contagious diseases, so common fifty 
years ago, are now rather rare. The major 
causes of death today with which the modem 
health department must cope, are the chronic 
diseases like cancer, heart disease, tuberculosis 
and diabetes. Instead of one activity — the 
control of contagious diseases — our ‘modern 
health departments must concern themselves 
with many types of activities, such as, maternal 
and child health, tuberculosis control, nutrition 
programs, early detection of cancer, heart dis- 
ease, and diabetes, accident prevention, oc- 
cupational hazards, public health education, and 
vital statistics. 

To control and prevent untimely deaths from 
today’s major causes of death, requires many 
special programs and the services of several 
types of specially trained public health workers, 
The list of these includes physicians, nurses, 
sanitary engineers, dentists and dental hygien- 
ists, veterinarians, public health educators and 
statisticians. 

In the early years when the sole activity of 
the health department was the control of con- 
tagious diseases, it was quite practical to ad- 
minister health services within a small geograph- 
ical area. 

As public health activities increased over the 
years to meet community health problems, it be- 
came more and more apparent that the most suit- 
able unit of local government for the support ofa 
variety of health activities was the county. The 
unit of population for fulltime community 
health service has been determined at about 
50,000 which may include one or more counties, 
or may be designated as a district. 

Community health is now recognized as i 
local responsibility in the same sense as fire and 
police protection and the maintenance of public 
schools and courts of justice. ~ 

In order to enable communities to establish 
local health departments with provision of funds 
to support the same, permissive legislation is 
needed in most instances. The local health de- 
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partment should have the status of an executive 
department of local government, administered 
by a fulltime medical director with formal train- 
ing in public health administration. The health 
director should be advised by a Board of Health, 
whose members are representatives of the var- 


jous groups and health professions in the com- 


munity. No single professional or business group 
should constitute a majority. In addition to 
advising and assisting the health director, the 
board of health, may enact local regulations. 

The health director should be primarily con- 
cerned with the development of plans and poli- 
cies, the provision of overall guidance and stimu- 
lation to his staff and effective coordination of 
their activities. 

The various functions of the local health de- 
partment requires the utilization of different 
types of specialized personnel, and will depend 
on the needs of the community, the nature of 
its special health problems, the size of the popu- 
lation served and the comprehensiveness of the 
services provided. It may include public health 
nurses, engineers, sanitarians, laboratory work- 
ers, statisticians, physicians, dentists, veter- 
inarians, nutritionists and social workers. 

The staff of the health department will be 
effective only if they are well trained, well paid, 
chosen on the basis of a merit system that is 
responsive to the special needs of community 
health service and provided with adequate leader- 
ship on the part of the health director. 

It should be understood that the local health 
department has no direct administrative rela- 
tionship or responsibility to federal health 
agencies, and is accountable to the State health 
agency only for adequate performance of those 
programs which are delegated to it by State law 
or regulations. An advisory and coordinating 
relationship should be maintained between the 
State health agency and the local health depart- 
ment. 

The local health department should be sup- 
ported entirely if possible by local funds; the 
aceeptance of other funds is entirely within its 
province to decide. A contribution or tax of 
one to one and a half dollars per capita per year 
should be sufficient to maintain a fulltime local 
health department and secure a modern health 
“rvice to the community; this is about one-half 
the cost of fire and police protection. 


The main purpose in thus outlining the pres- 
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ent concept of community health service, is to 
indicate, first, that the discoveries in the medical 
sciences have formed the basis of the several 
steps in its development; and second, the in- 
timate and integral relationship that the phy- 
sician bears to every phase of the service. But 
if this is to be the pattern for community health 
service in this state and throughout the Nation, 
it.can only attain its fullest purpose if it has the 
leadership of the medical and allied professions. 
The physician must be the leader in this new 
health service and take his place in the driver’s 
seat, not on the sidelines, which sad to say, often 
prevails today. 

It must be evident to many that the practicing 
physician, however lofty his ideals, has not 
realized the changes in his environment which 
medical. science and social re-orientation has 
brought about in this industrial age. In con- 
sequence the practicing physician is losing pres- 
tige and authority in that broader field of the 
social aspects of disease. He is being taken from 
the home of the sick to the hospital ward and 
his professional office, where he is losing touch 
with the hereditary, family, home, personal and 
economic environment of his patients, and where 
he was formerly better qualified to judge of 
their importance in disease than he is today. As 
a result, social agencies are taking over where 
he left off, the social worker, the nurse, and the 
various public health services, who must now 
be specially concerned with the enyironmental 
factors and the social implications of health. 

It is well known that a largerproportion of 
physicians have a feeling of social responsibility 
to the community in which they practice thaw 
is found any other professional group; usually, 
however, the physician does not express this 
social responsibility, throgh the participation on 
the boards of worthy health agencies and active 
participation in civic activities until he has 
served many years in practice and is approaching * 
retirement. 

It is urgent therefore to impress upon prac- 
ticing physicians the importance of early under- 
standing and active participation in civic ac- 
tivities related to medicine in order that the com- 
munity can have the benefit of their thinking 
and the direction which can only be received 
from those with professional training. This is 
particularly true in school health. Those who 


have devoted a great deal of time developing 


the different 
centering around child health, and particularly 
the school health program, are increasingly aware 
of how little understanding the average physi- 
cian has of his relationship to the school and 
to the health department and to the community 
which both serve. 

So frequently physicians have the idea that 
the only contribution they can make to their 
community is in terms of medical service. We 
all know that they can make a far more valu- 
able contribution in the field of community plan- 
ning for health, the development of acceptable 
administrative patterns for performing the many 
public health functions necessary in every com- 
munity, and by showing an active interest in 
what goes on in the place where they live. 

It seems a pity that physicians with their 
experience in handling people and a background 
of specialized training should not use their minds 
in shaping the pattern of community organiza- 
tion as well as in diagnosing and treating the 
illnesses of individuals. 

Previous reference has been made to the need 
of skilled non-medical personnel in community 
health planning, such as the public health en- 
gineer, nurse and health educator. In this con- 
nection it is often noted in the private prac- 
titioner’s relationship to the various aspects of 
the public health program, that he is reluctant 
to give these non-medical professions credit for 
their accomplishments. 

All such personnel have received special grad- 
uate training in one of the ten university schools 
of public health in this country. 

There is often criticism of the health educator, 
specially in school health problems, because the 
educator is not trained in medicine. The health 
educator usually holds a doctor’s degree in edu- 
cation or philosophy, and since the average 
school or other health program is as much educa- 
tion as it is medicine, the physician might ques- 
tion his own lack of educational training and 


relationships 


inter-professional 


experience. 

Together with a mutual respect of each other's 
function, they can accomplish wonders, while 
alone, each is relatively impotent eqcept when 
handling occasional individuals. 

These remarks are added with the hope of 
stimulating physicians to increase their under- 
standing of the social aspect of medical practice 
as well as to recognize the contributions that can 
be made to many of their interests by people in 
the community who have been trained in other 
professions than medicine. 

Our communities will be better places in which 
to live if all of us are able to apply these aspects 
of the golden rule to the daily conduct of our 
community interests. 

As a final comment, in considering the health 
of a commnity, it is possible that the term com- 
munity health may be more expressive than that 
of public health. In one of the newer medical 
schools a department of environmental and com- 
munity health has been established with a well- 
known internist as head of the same. It is hoped 
that similar departments will be established in 
our leading medical schools. 

Certainly the problems of community health 
should be an essential part of the the training 
of every physician, dentist, veterinarian, nurse, 
sanitary engineer, health educator and_ social 
worker. 

The responsibility of medical care of the sick 
individual should ever remain within the prov- 
ince of the practicing physician, but the preven- 
tive aspects of disease should offer to him an 
opportunity for useful service equal to that of 
diagnosis and treatment. 

Furthermore, in the broad field of preventive 
medicine and community health, the practicing 
physician and public health administrator can 
meet on common ground, and by sustained leader- 
ship and organized effort, attain more readily 
the ultimate goal of optimum health for the 
individual and the community. 
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Some Observations on 
Gastro-Intestinal Distention 


Walter G. Maddock, M.D., F.A.C.S. 
Chicago 


Gastro-intestinal distention is a condition 
which has long been recognized as a disturbing 
feature of a great variety of diseases. During 
recent years it has been encountered less fre- 
quently in surgical patients for several reasons: 
preoperative and postoperative care of patients 
is better, gentleness in surgical technique is 
repeatedly stressed, antibiotics are widely em- 
ployed in the prevention and treatment of 
peritonitis, and postoperative distention is 
avoided by the use of gastroduodenal suction 
during and following surgery. 

This article briefly summarizes pertinent lit- 
erature and observations by my associates and 
myself on gastro-intestinal distention® *, with 
particular reference as to how air enters the 
gastro-intestinal tract. 

The method for the entrance of external air 
into the stomach is commonly inferred by the 
term “swallowed air”, yet few observations have 
been made that distended patients swallow ex- 
cessively. Although it is quite possible that 
small amounts of swallowed air taken in over 
several days time may accumulate above a site 
of obstruction in such quantities as to produce 
abdominal distention, all physicians have seen 
cases of rapid gastric or intestinal distention 
occurring overnight or even in a few minutes, 
some accurate observations having been made of 
tremendous dilatation of the stomach occurring 
in five minutes or less. The conclusion is tenable 
then that external air can enter the esophagus 
and stomach in large amounts and very quickly. 
As to how it occurs, the following are of interest. 

Since acute gastric dilatation is customarily a 
complication of some pre-existing medical or 
surgical problem and since it has been associated 
with a great many diseases, it must be brought 
tbout through a nervous mechanism. An early 


From the Department of Surgery of Northwestern 
University, Chicago, Illinois. Resume of a presenta- 
tion before the Illinois State Medical Society, Spring- 
field, Illinois, May, 1950. 
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is that of altered respirations. 


theory suggested atony of the stomach as a result 
of.a reflex disturbance of extrinsic gastric in- 
nervation, thus allowing the accumulation of 
gases and fluids which ordinarily would pass on. 
However, the exceedingly rapid development 
seen in many instances upsets this idea as a 
main cause. Duodenal obstruction is a second 
etiological theory, but it is found in only 20 to 
25 per cent of the fatalities due to acute gastric 
dilatation. A third theory blames an excessive 
gastric secretion of gas, but this is not believed 
now, since it has been pretty well shown that 
the tensions of gas in the alimentary tract tend 
to approach those of the blood and to obey the 
laws of physical diffusion, A fourth possibility 
The importance 
of abnormal respiratory movements became more 
apparent as our studies progressed. 

Weissgerber? credits Kehrer in 1877 with the 
first suggestion that air could be sucked into the 
stomach, and the conclusion that such “respira- 
tory sucking” accounted for the free gas in the 
stomach and intestines of the newborn within 
15 minutes after birth. Wyllie* in 1895 studied 
medical students who were able to suck air into 
the stomach, and by direct laryngoscopic exami- 
nation was able to see that these students could 
produce a small opening in the superior esophag- 
eal sphincter. This valve is normally closed 
and keeps us from aspirating air into the 
esophagus with each breath; but as the upper 
part of the esophagus has some striated muscle, 
the sphincter can be consciously opened by many 
individuals. At least 10 per cent of my students 
are able to do this trick, which most of them 
learned as youngsters. The method consists of 
slightly elevating the chin and extending the 
neck to pull the larynx forward, at the same 
time making an inspiratory effort against a 
closed glottis. The aspirated air is usually 
belched right back, but some students can form 
a few words with it. This is actually esophageal 
speech. 
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Esophageal speech can be taught to many 
individuals who usually through a radical opera- 
tion for cancer have lost their larynx. The 
method is the same as for air sucking, the 
expert being able to retain most of the aspirated 
air in the upper esophagus and on eructation use 
it for speaking. The expert is also able to draw 
the air into the esophagus without visible chin 
or unusual respiratory movements. ‘The be- 
ginner who has not learned such niceties of 
control often has some of the air pass into 
the stomach and then complains of distention. 

From the preceding paragraphs it is quite 
apparent that there are mechanisms by which 
considerable volumes of air can be aspirated 
into the esophagus and stomach without swal- 
lowing. ‘The air sucker has learned the pro- 
cedure by chance, the esophageal speech patient 
has been taught the method for a definite pur- 
pose, and I believe the so-called “aerophagic” is 
a nervous, excitable indivdual in whom the 
process occurs at times without her knowing 
actually what is going on. We have suspected 
that some degree of air-sucking or aerophagia 
takes place unconsciously under many disease 
conditions and is responsible for many of the 
flatuosities seen. An attempt was made to 
approach the problem experimentally. 

No constant success was attained in producing 
acute gastric distention in dogs in spite of 
carrying out a great many suggestions found in 
the literature.t_ Using human subjects, however; 
we are able to show that: 

1, Attempting actively to breathe against a 
closed glottis can produce negative pressures up 
to 30 cm. of water in the esophagus and stomach, 
a force easily able to draw down air if the 
superior esophageal sphincter is open. 

2. When the superior esophageal sphincter is 
intubated with a Levine tube to the lower esoph- 
agus, the negative pressures of inspirations will 
draw down air, in quantities increasing with 
deeper respirations. 

3. When the sphincter is intubated to the 
stomach, attempting to breathe against a, closed 
glottis can easily draw down 50 to 100 cc. of 
air with each effort. 

4. If the sphincter of an individual who can 
perform air-sucking is intubated with a Levine 
tube to the stomach and the subject then sucks 
in air several times, large volumes of air, 1000 
to 2000 cc., can be aspirated back from the 
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stomach. 
All these findings are essentially variations of 


two factors: 1. negative intra-esophageal pres. 
sures as a result of inspiratory efforts, and 2, 
opening of the superior esophageal sphincter, 
As I have mentioned before, it seems perfectly 
plausible that as a consequence of a reflex 
mechanism due to nervousness or apprehension 
and often associated with a disease or its treat. 
ment, these factors could operate to account for 
rapid accumulations of air in the upper gastro- 
intestinal tract. Acute gastric dilatation may 
well be an example of this process. 

It has been further observed that frequent 
belching can be done by many individuals volun- 
tarily and is also a nervous phenomenon common 
in worried, irritable, distracted, and hyperactive 
people. Those who belch frequently can only 
do so if they aspirate air into the upper gastro- 
intestinal tract, a process essentially the same 
as air-sucking. A somewhat similar phenome- 
non found in horses is called “cribbing”. In 
a study of several belchers, we found that they 
always belch back less gas than they aspirated, 
and I have seen surgical patients distend post- 
operatively as a result of nervous belching. 

Gastric distention occasionally occurs during 
an operation, but in general the entrance of 
appreciable amouts of air is not observed. We 
have seen distention develop in patients breath. 
ing against an obstructed airway and this serious 
handicap along with the very important one of 
decreased oxygenation and cyanosis give good 
reasons why the respiratory passages must be 
kept clear. In five of our patients receiving 
curare and cyclopropane anesthesia under slight 
positive pressure, from 250 to 1700 cc. of gas 
were removed from the stomach. Positive 
pressure anesthesia has long been known occa- 
sionally to cause gastric distention and we 
consider this complication more likely under the 
relaxing effect of curare. It is one of the 
complications of curare to be looked for and 
avoided. 

For all patients undergoing gastro-intestinal 
surgery, including cholecystectomies, I have a 
Wangensteen tube inserted in the operating 
room right after the sodium pentothal is in 
jected, and continuous suction is started. The 
gas mask is placed on the patient’s face and 
the inhalation anesthetic then given. The con- 
tinuous suction empties the stomach of fluid 
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and air, keeps it empty during the operation, 
whether gas is aspirated or not, and avoids the 
serious hazard of vomiting followed by the 
possible aspiration of vomitus into the lungs. 
Continued gastroduodenal suction for a day or 
two prevents postoperative distention and vomit- 
ing, and patients consider they have had a fine 
convalescence. It has been said that the use of 
the Wangensteen suction procedure has “made 
abdominal surgery civilized”. 

In considering the general problem of gastro- 
intestinal distention, several facts led us to 
believe that gas passes along the alimentary 
tract very quickly. Magnusson’ in 1931 re- 
ported that air injected into the stomach dis- 
placed barium in the cecum in approximately 
10 minutes and reached the anus in 30 minutes. 
We found by serial roentgenograms that when 
approximately 1000 cc. of air were allowed to 
enter the stomach the first part of it reached 
the cecum in approximately 14.6 minutes, 
following which the colon filled rapidly. The 
first flatus was passed in 24 minutes and 970 
cc. were collected in an average of 83 minutes. 

From these results, which are essentially the 
same as Magnusson’s, it is apparent that when 
on routine roentgenograms one sees gas in the 
stomach, small intestines and colon it need not 
be thought of .as originating in each of these 
organs, as from diffusion or fermentation, but 
as external air that came down the esophagus 
a relatively short time before and rapidly passed 
along the tract. This quick progress can easily 
account for the high concentration (70-80%) 
of nitrogen found in analyses of intestinal gas. 

The frequent occurrence of increased gas in 
the gastro-intestinal tract during pyelography 
offered an excellent opportunity to study a rapid 
accumulation of gas in patients. Some other 
interesting theories have been evolved to account 
for its presence. Oppenheimer® believed that 
the intestines became atonic as a result of in- 
hibitory reflexes arising from renal or biliary 
colic or the instrumentation of retrograde 
pyelography, and that with the dilatation of the 
atonic bowel the small amount of gas always 
present in the intestines quickly expanded to 
fill the new lumen. Begg’, writing on intestinal 
distention and its urological application, did 
not believe that distention was due to air 
swallowed during and after the operation, but 
that the gas was derived from the blood by 
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intestinal respiration, and that any factor re- 
ducing the tonus of the bowel. increased the 
potential capacity of the bowel lumen and 
permitted the inflow of gas. He cited as a 
substantiation the marked increase in intestinal 
gas when a ureteral catheter was passed, and the 
quick influx of gas into the bowel following the 
injection of Uroselectan. 

To prove our idea that the source was external 
air coming down the esophagus, we studied 19 
patients undergoing intravenous and retrograde 
pyelography by instituting continuous gastric 
suction during the time of this examination. 
We found essentially that if the suction worked 
continuously and removed all the air from the 
stomach, from 45 to 1345 cc. for our patients, 
then there was no increase in intestinal gas trom 
the first to the last pyelogram. As further proof, 
the composition of the gas aspirated from the 
stomach was basically that of external air. 

An extremely important observation was that 
three times as much air was aspirated from the 
stomachs of the nervous patients as from the 
calm ones. Ordinary swallowing movements 
were infrequent and did not account for much 
of the ingested air. In individual experiments 
we noted that more gas was aspirated during 
periods of deeper, irregular respirations, when 
the patient was distressed by some part of the 
procedure, and that nervous patients were more 
easily distressed and had longer periods of deep 
breathing than the calm ones. The factors re- 
sponsible for the apprehension or distress and 
the accompanying deeper breathing were intra- 
venous injections, systemic reactions to the 
injected material, the passage of the cystoscope 
and ureteral catheters, the introduction of fluid 
into the renal pelves, and the discomfort of the 
lower abdominal pressure pad. This finding 
that nervous reaction is an important indirect 
element in meteorism during pyelography is in 
accord with the opinion that other forms of 
flatulence are often a nervous reflex manifesta- 
tion. 

With these findings it is easy to understand 
why the preparation of patients for pyelography 
by enemas and cathartics has not been too suc- 
cessful. The obscuring air is often ingested 
shortly before or duritig the procedure and no 
form of prior cleansing will suffice. It is a bit 
too drastic to use continuous gastric suction 
during every pyelography, but sedatives to allay 


fear and apprehension are suggested as a part 
of the preliminary routine. 
SUMMARY AND CONCLUSIONS 
All observations support the opinion that 
external air is the chief source of the gas in 


gastro-intestinal distention. Ordinary swallow- 
ing will take down small amounts of air which 
with time and some obstruction may produce 
distention. But large amounts of air can also 


be inspired into the esophagus voluntarily by — 


individuals able to do air-sucking and by esoph- 
ageal speech patients, and involuntarily by the 
nervous aerophagics. ‘This air can travel from 
the stomach to the cecum in 10 to 15 minutes 
and be passed as flatus in 30 minutes. It was 
found that inspiration of air accounted for the 
increased intestinal gas observed during pye- 
lography, and respiratory changes as a result of 
nervousness, apprehension and distress seemed 
to be the factor responsible for the air coming 
down the esophagus. We know that increases in 
the respiratory rate and depth considerably 
change intra-esophageal negative pressure, and 
we suspect the nervous reflex mechanism may 
also alter the superior esophageal sphincter tone 
or action so that a small amount of air is aspi- 
rated into the esophagus with each breath. At 
a rate of 20 breaths a minute it would not take 
long for a considerable volume of air to enter 
the esophagus and stomach. 

It appears to us that under a variety of 
stresses, such as during a pyelography, following 
an injury or accident, or during a postoperative 
period, some patients, particularly the nervous 
and apprehensive ones, become “temporory aero- 
phagics” of varying degree. Such a process 
offers a good explanation for acute gastric dila- 
tation, which has been associated with so wide 
a variety of conditions that it must be brought 
about by a reflex nervous mechanism. One can 


conceive of the stimulus arising from meutal 
agitation alone, or from the distress of a diseased 
or injured organ or tissue. Renal colic and 
gallbladder disease are notoriously associated 
with distention. Gas usually accumulates quick- 
ly when intestinal obstruction is present, but the 
nervous factor must even here play a part, be- 
cause we have seen strangulated obstruction 
present for three days with very little gas in the 
loops above the involved bowel. 

Physicians have long observed that the nery- 
ous, apprehensive patient frequently gets into 
trouble postoperatively: cannot void, cannot 
rest, complains inordinately of pain, and grunts 
and groans and huffs and puffs and becomes 
distended. Since prevention of the latter is 
better than treatment, the quick employment 
of continuous Wangensteen suction will keep 
the stomach free of offending air. I have often 
thought that mild sedation is not used often 
enough in the immediate postoperative period to 
allay undue anxiety. Its outstanding value is 
apparent in dealing with hyperthyroidism, but 
other patients will be equally benefited by a 
toning down of their whole reaction, and the 


need for narcotics will be lessened. 
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Dr. de Takats: The title of my talk, “Has 
Sympathectomy Kept Its Promise?” clearly im- 
plies that we did make promises. In order to 
answer the question in the title, we must evaluate 
our results. Enough time now seems to have 
elapsed to allow us to reach certain conclusions. 

Before 1940, we had done quite a few sympa- 
thectomies of limited extent, usually subdia- 
phragmatiec, with only very variable and moderate 
success, and were becoming a bit discouraged 
with the method. In 1940, however, two signifi- 
cant things happened. In the first place, Dr. 
Robert W. Keeton suggested that we begin a 
cooperative program for studying these patients 
before and after the operation, in a manner 
similar to that done by Dr. Max Peet at the 
University of Michigan. The second significant 
thing was that Dr. Reginald Smithwick, of 
Boston, published a paper which stated that 
none of the previous sympathectomies for hyper- 
tension had been extensive enough, with the 
corollary that patients who had failed to show 
significant improvement by earlier operation 
could be reoperated upon and their sympathec- 
tomies extended. In order to study this point, 
we called back fifteen of our early patients and 
reoperated them according to Dr. Smithwick’s 
technique, with very good success. This stimu- 
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sympathectomy adequate? 


lated us to continue the program and to broaden 
it to its present extent. 

Since 1940, at least one aspect of the surgical 
treatment of hypertension by sympathectomy has 
become standardized. We all do about the same 
operation, and it is a total splanchnicectomy 
according to the Smithwick technique. Where 
there seems to be a clinical failure, one of the 
first questions we ask ourselves is: Was the 
It is possible to 
check these patients for adequacy by testing 
for sweating that occurs in the cutaneous seg- 
ments which supposedly have been sympathec- 
tomized. 

In the selection of patients for sympathectomy 
we were led inevitably to a study of the natural 
history of essential hypertension in order to 
select those patients for whom operation is most 
likely to be helpful. Our concept of essential 
hypertension is that it is a progressive disease. 
Nobody is very sure of what the natural history 
of untreated hypertension is, and a mass popu- 
lation survey would be very interesting and 
very valuable, if the study could be done care- 
fully enough over a long enough period of time 
to let us know what the prognosis of untreated 
hypertension really is. 

We feel that essential hypertension is a disease 
which first manifests itself by vascular instability. 
Children who show most reaction to vascular 
stimuli such as the cold pressor test are those 
who are most likely later on to develop the full- 
blown picture of hypertension. From this early 
vascular reactivity asseciated with normal blood 
pressure, one may pass to the stage of adolescent 
hypertension. This is a rather interesting period, 
since very often patients in their early teens may 
show a hypertension which later disappears com- 
pletely, never to reappear. We have been much 
impressed by two patients who, at the age of 
15 or 16, showed sustained hypertension at high 


blood pressure levels but who, after periods of 
5 or 6 years, were found to be completely normal. 
For this reason we do not feel that we are justi- 
fied in operating upon patients in this age group 
with high blood pressure. However, from the 
stage of adolescent hypertension, one may pass 
on to the stage of intermittent hypertension. 
We define this as the type of hypertension ex- 
isting in people who, when up and about, run 
diastolic blood pressures above 100 mm Hg. 
However, when these patients are put to bed 
for forty-eight hours or given large doses of 
sodium amytal, their blood pressures fall toward 
normal, In most patients of this group organic 
damage is minimal. However, there is a small 
but important group within this larger group 
of patients with intermittent hypertension who 
show vascular damage. There may be hemor- 
rhages in the eyegrounds, evidence of coronary 
artery disease, cerebrovascular accidents, or mild 
renal disease. We fee) — and this is a contro- 
versial point — that patients with intermittent 


hypertension who also show evidence of vascular 
damage should be operated upon. We do not 
consider patients with intermittent hypertension 
who show no evidence of vascular damage to be 
operable. Our clinical experience convinces us 
that once vascular damage makes itself evident 
in this group, operation is necessary because 
these patients have a much poorer prognosis 
than patients who have intermittent hyper- 
tension without any evidence of vascular damage. 

From intermittent hypertension we pass to 
the stage of continuous hypertension, where bed 
rest, amytal, and other methods of sedation can- 
not reduce the diastolic pressures to normal. 
Some patients may have continuous hypertension 
for years without showing very marked evidence 
of vascular damage. However, continuous hyper- 
tension passes on, in many cases, to the stage of 
“malignant hypertension”, Now, exactly what 
malignant hypertension is, is a subject of contro- 
versy, since definitions differ, and this is one 
reason why surgical statistics on the salvage- 
ability of patients with malignant hypertension 
differ so much, because the surgeons are often 
talking of different types of patients. We sepa- 
rate this category into two groups, the “premalig- 
nant stage” where there is papilloedema and a 
high diastolic pressure, without renal damage, 
and the true “malignant stage” where there is 


papilloedema with a high diastolic pressure and 
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evidence of severe renal disturbance. We ‘eel 
that patients in the premalignant stage often can 
be helped by surgery. When renal damage has 
become severe, however, the patient has passed 
beyond the stage where operation can help him. 

In the etiology of essential hypertension there 
are two chief components, both of which operate 
in every case in variable proportions: the 
neurogenic mechanism and the humoral mech- 
anism, In the humoral mechanism we include 
both renal factors and endocrine factors which 
may originate from the pituitary-adrenal cortical 
axis. The patients who are predominantly 
neurogenic hypertensives are the group whom 
we are able to help by sympathectomy. 


The question then comes up: How, in our 


preoperative study, can we differentiate the pa- 
tients with the predominantly neurogenic hyper- 
tension from those with predominantly humora) 
hypertension? One method is to attempt to use 
a drug such as tetraethyl ammonium chloride, 


which blocks the nerve impulse at the autonomic 


ganglia. We give this drug and observe how 
low the blood pressure falls. This is the so- 


called TEAC “Floor”, as Eugene Ferris, of 
Cincinnati, calls it. If a patient has a diastolic 
blood pressure which falls to about 80 mm Hg 
after TEAC, it is reasonable to assume that his 
hypertension is largely on a neurogenic basis. 
Another way to approach this question is to 
attempt to stimulate the neurogenic element to 
see what happens to the blood pressure. ‘The 
cold pressor test is a very useful test, since it 
provides a painful neurogenic stimulus, and pa- 
tients with neurogenic hypertension should have 


a much higher rise in blood pressure following 
the cold pressor test than patients with pre- 


dominantly humoral) hypertension. However, it 
is important to remember that there are two ele- 
ments in the cold pressor test — an immediate 
neurogenic element and a later humoral element. 
We can demonstrate this by giving TEAC dur- 
ing the cold pressor test. There is no immediate 
rise in blood pressure because the neurogenic 
mechanism has been blocked. However, after 
a time there is a delayed rise in blood pressure 
which does not respond to TEAC. What seems 
to happen is that the cold pressor test stimulates 
the pituitary, perhaps through the release of 
adrenalin, leading to stimulation of the adrenal 
cortex, thus resulting in humoral hypertension. 


This is significant since it points up the fact 
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that there is no such thing as pure neurogenic 
hypertension or pure humoral hypertension, but 
in each case there is a mixture of both factors 
in varying proportions. What we must do pre- 
operatively is to decide what proportions exist 
in each case. 

IT should like to emphasize the point that every 
time the patient is subjected to a severe neuro- 
genic stimulus, there may be release of epin- 
ephrine with stimulation of the pituitary-adrenal 
cortical axis. This is the common meeting 
ground between the neurogenic and the humoral 
elements in every case of hypertension. The 
adrenal cortex may well be involved in every 
patient with essential hypertension. It may be 
that when the neurogenic element has started 
the hypertension, the disease may so progress 
that after a time the only way to help the patient 
would be to attack the adrena) directly by sur- 
gery. 

To summarize our criteria for operability, we 


recognize three indications for surgical treat- 


ment of essential hypertension : 

GROUP (1): We feel that patients with 
intermittent hypertension who show clear 
evidence of vascular damage should be op- 
erated upon. 

GROUP (2%): We operate on patients 
who show rising diastolic pressure during 
middle age. 

GROUP (3): We operate on patients 
who show rapidly progressive, pre-malignant 
hypertension, who have adequate renal func- 
tion. We do not operate on patients with 
poor renal function. 

Most internists will agree with us on the second 
and third groups, but whether or not patients 
with intermittent hypertension with early vascu- 
Jar damage should be operated upon is still a 
controversial point. 

Once we have operated these patients, we 
must decide upon some way of following the 
patients and assessing the success or failure of 
our operation. Earlier groups have attempted 
to divide the patients into four.groups, according 
to the Keith-Wagener-Barker classification based 
on eyegrounds. These groups are followed by 
comparing longevity alone in surgical cases com- 
pared to the survival of similar, non-operated 
patients. This method shows trends but does 
not help in assessing the individual patient’s 


prognosis. After all, survival alone is not too 
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good an indication of success. A patient after 
operation may develop several cerebrovascular 
accidents and live from ten to twenty years as a 
helpless invalid. This we could not consider a 
successful result, even though survival is length- 
ened. We must look for a more individual 
method of following up our patients. Again 
let me emphasize that followup is done at our 
clinic by the same group of specialists who 
followed the patient preoperatively and decided 
upon operation. 

Our first premise is that we cannot judge the 
success or failure of the operation by the fall 
in blood pressure alone. The patient may have 
a drop in blood pressure but may later develop 
a coronary occlusion or a cerebrovascular acci- 
dent, On the other hand, the patient may con- 
tinue to have a high blood pressure but may be 
completely rehabilitated economically. Severe 


ineapacitating headaches may disappear and the 


patient may be able to go back to work and lead - 
a useful life, even though the blood pressure 
remains high. 

After operation, we repeat the tests we have- 
done prior to operation to see if we have overcome 
the patient’s vascular reactivity.. What happens 
to the patient’s vascular reactivity when a stand- 
ard stimulus, such as cold, adrenalin, CQ, inhal- 
ation, or the Valsalva maneuver is applied after 
operation? Many of our patients have shown 
a marked difference in response after the op- 
eration, to the same stimulus. Many patients 
who continue to show high blood pressure after 
operation no longer over-react to cold and stress 
the way they did prior to the operation. This 
may be a very valuable contribution to their 
welfare, The Valsalva maneuver is a very easy 
thing to do, and we have used it quite freely 
prior to operation and after operation as a 
physiologic stimulus, and feel that blood pressure 
rise following the Valsalva maneuver may turn 
out to be one of the most useful tests of vascular 
reactivity. 

To overcome criticisms of statistics based on 
the drop in blood pressure alone or on survival 
alone, we decided to divide our cases into two 
groups: those in which we have had worth- 
while” results and whose results have not been 
“worthwhile”. What we consider “worthwhile 
results” depends upon the group within which 
the patient fell prior to operation. In Group 
(1), the patients with intermittent hypertension 
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with early vascular damage, the results are 
worthwhile if the blood pressure falls to normal 
after operation and the patient is restored to 
full working ability. In Group (2), the middle- 
aged hypertensives with rising diastolic pres- 
sures, the results are worthwhile if the diastolic 
blood pressure becomes lower or stabilized, and 
there is regression of vascular damage. The pa- 
tient again must have full working ability for the 
results to be judged worthwhile. In Group (3), 
the patients with pre-malignant or malignant 
hypertension with adequate renal function, we 
consider a worthwhile result to consist of arrest 
of the disease with regression of papilloedema 
and relief of symptoms, especially relief of the 
severe and disabling headaches which these pa- 
tients often have. These patients must show at 
least restricted working ability. for the results to 
be considered worthwhile. On the other hand, 
we consider any operative result not to be worth- 
while if there is a rise in the diastolic pressure 
after operation, increasing vascular damage, no 
symptomatic relief, or death or invalidism within 
five years. Admittedly, these criteria are rather 
crude, but they are clinical, and seem to be better 
than statistical analyses based on blood pressures 
alone or on survival rates. 


To come back to the original question posed 
in the title of this seminar — Have we kept our 
promise with sympathectomy? — In order to 
answer this, I am going to show you the results 
of a group of 55 patients operated upon by me in 
1946. I should like to emphasize that these 
patients were operated upon by one surgeon 
(myself) in the same hospital (St. Luke’s Hos- 
pital), using the same technique, with the same 
preoperative criteria for operation and the same 
post-operative followup examinations. Hence, 
this group is as standard as a clinical group can 
be. These patients all had five years of careful 
postoperative study. 


Group Number Worthwhile Not Worthwhile 


(1) 15 12 3 

(2) 31 17 14 

(3) 9 4 5 
55 33 22 


When we consider these results, we see that 
patients from Group (1) seem to have done 
well after sympathectomy. We are quite satis- 
fied with the salvage of 4 patients in Group (3). 
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Anything at all we can do for patients in Group 
(3) is a positive achievement. However, we 
showed only a little more than 50% success in 
Group (2), and this is what we are working on 
at present. Can we develop better criteria for 
operation for patients in Group (2) so that we 
will have a smaller percentage of failures? In 
analyzing why results with some patients in 
Group (2) were unsuccessful, we have developed 
certain additional criteria of operability. We 
have come to feel that patients who show too 
much impairment of renal function should not be 
operated upon. We now insist upon at least 
15% PSP excretion within the first 15 minutes, 
and prefer that the patients show at least 20% 
PSP excretion within 15 minutes. We insist 
upon a minimum urinary concentration to 1.018 
overnight, and prefer that patients concentrate 
to 1.020. They should reconcentrate urine in 
a 6 hour water tolerance test. A second group 
which does not respond — at least to sympathec- 
tomies alone — are patients who seem to show 
excessive adrenal cortical secretion. We are 
not as yet ready to define this group, except to 
say that they do not have full-blown Cushing’s 
disease, but are not primarily “neurogenic” 
hypertensives. 

Dr, George E. Wakerlin, Professor of Physi- 
ology, University of Illinois: In discussing 
sympathectomies for hypertension, Dr. de Takats 
and I have been friendly enemies for many years. 
In commenting upon his views on the case for 
sympathectomy in the treatment of hypertension, 
it is interesting to note that sympathectomy 
upon the normal dog has no significant, lasting 
effect on blood pressure. With sympathectomy 
upon normotensive human beings, the results 
are the same. Moreover, the fact that we cannot 
help experimental renal hypertension by sympa- 
thectomy does not necessarily mean that the 
operation is not of some value in human hyper- 
tension, since there is yet no definite proof that 
essential hypertension in the human is the same 
disease as experimental renal hypertension in 
the dog. 

I agree with Dr. de Takats regarding the 
three probable pathogenetic mechanisms in es- 
sential hypertension. For the present, we may 
consider the pathogenesis of the disease to be 
analogous to a tripod, the legs of which are a 
neurogenic factor, an endocrine factor involving 
the anterior pituitary-adrenal cortex axis, and a 
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renal factor. Counteraction of one leg, as by 
sympathectomy, may conceivably alter the other 
two legs of the tripod. Until we know more 
about the pathogenesis and pathophysiology of 
essential hypertension, our treatment must neces- 
sarily be empirical. If the therapy works em- 
pirically, we should use it. 

My views in the past ten years have changed 
relative to sympathectomy for essential hyper- 
tension. When surgeons first began doing 
sympathectomies, I was skeptical. I was skepti- 
cal because many of the early claims were ex- 
aggerated and inadequately controlled and some 
of the surgeons — at this point I want to make 
it clear that I do not include Dr. de Takats 
among these surgeons — had an inadequate 
understanding of the physiological mechanisms 
involved. However, I now feel that perhaps 10% 
of patients with essential hypertension may 
obtain what is tantamount to a cure following 
surgical sympathectomy so far as their blood 
pressure, progressive vascular damage, symptoms 
and signs are concerned. An important problem 
in this connection is to devise more satisfactory 
methods for distinguishing the 10% who are 
going to be definitely benefited by the operation 
from the 90% who are going to be helped less 
or not at all. Actually, my figure of 10% may 
be somewhat low because some of the patients 
who are not “cured” show symptomatic relief 
and possibly lengthening of life. I agree with 
Dr. de Takats’ point that even though he may not 
show decline in blood pressure, the patient may 
be benefited because he shows less vascular hyper- 
reactivity to pressor stimuli, and this may be of 
importance on a long term basis. 

Parenthetically, I should like to say that the 
term “essential hypertension” should be replaced. 
After all, the high blood pressure is only a sign 
of the disease, and I would prefer to have it 
called “hypertensive vascular disease”, to em- 
phasize the basic pathophysiological mechanism. 
In closing, I agree with Dr. de Takats’ criteria 
for malignant hypertension. 

Dr. Ford K. Hick, Professor of Medicine, 
University of Illinois: I find it rather difficult 
to assess the results in essential hypertension. 
In my own office practice I have given up the 
medical treatment of essential hypertension, save 


by reducing the obese. I don’t think there is 
very much we can do medically. However, on 
the other hand, it might be that the disease is not 
so bad. After all, women can carry high blood 
pressure for many years with much less danger 
than men can. When I was a medical student in 
1927 we were told that patients who had a dia- 
stolic blood pressure of 120 mm Hg would be 
dead within two years. We know today that this 
is nonsense. I have seen a female patient with 
a blood pressure of 260/170 who got along very 
well for over 10 years. I agree with Dr. de 
Takats that blood pressure is not the criterion 
for the severity of this disease. I agree with Dr. 
Wakerlin that we should consider this, rather, 
hypertensive vascular disease. However, this 
raises the point that many surgeons will not 
operate on patients with hypertension who do 
show evidence of vascular disease, that is, on the 
patients with the coronary occlusions and the 
cerebral vascular accidents, who seem to me to | 
need the operation most. Did I understand you 
to say, Dr. de Takats, that you will operate on a 
patient who has recovered from a coronary oc-_ 
clusion ? 


Dr. de Takats: That’s right. 


Dr. Hick: I am reluctant to recommend sur- 
gery on patients with early hypertension because 
it is very difficult for me to tell which patients 
are going to do well and which. patients are 
going to do poorly. I prefer to observe the pa- 
tient until I have made up my mind as to how 


. they will get along before recommending opera- 


tion. However, I must say that I have nothing 
better to offer. I should like to make the point 
that there is some danger of lowering the blood 
pressure in elderly patients with vascular disease. 
After all, if we lower the cerebral, coronary, and 
renal blood flows by lowering the pressure, we 
may do more damage than good. Dr. de Takats’ 
view on the possibility of operating upon the 
adrenal glands is interesting, and we might con- 
sider establishing a group to study the influence 
of the adrenal gland upon hypertension; both 
clinically and physiologically here at the Univer- 
sity of Illinois. I agree with him that teamwork 
between the internist, the surgeon, and the psy- 
chiatrist is necessary for appraisal. 
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The Ambulatory Treatment of Retinal 
Vascular Disease 


Francis W. Parker, M.D. 
Rockford 


In the treatment of certain conditions of the 
aged, there is an overlapping of the special 
fields of medicine. This is no more frequently 
seen than in the retinal vascular diseases which 
Friedenwald* has classified as: (1) Senescence, 
(2) Atherosclerosis, (3) Hypertensive arteriolar 
sclerotic processes, (4) Diabetic retinitis. 

In the care of these conditions, there must be 
a rapprochement of the fields of ophthalmology 
and internal medicine, but until the funda- 
mental ocular pathology is understood by both 
groups, this is difficult if not impossible and 
the patient will suffer. 

In these conditions the eye is a mirror of a 
general condition. We can see vascular patho- 
logical changes from their inception to their 
termination. ‘These pathological changes become 
more evident here, since we are dealing with a 
paper-thin membrane possessing a terminal 
blood supply. Other organs of the body suffer 
simultaneously, but because of large tissue re- 
serve and an anastomosing blood supply, func- 
tion is preserved. 

Earliest vascular lesions in the fundus indicate 
a widespread altered physiology and as our 
knowledge and understanding of physiology 
increases, therapeusis will be more and more 
directed toward re-establishment of normal 
physiology at the earliest possible date (Dugan’). 
It is at this time that the ophthalmologist and 
internist can obtain dramatic results if we con- 
sider the hopeless prognosis usually given these 
patients. 

While research continues on the etiology of 
vascular disease, we are faced with a growing 
problem of blindness. Until we can prevent 
vascular disease, the problem resolves itself into 
an attempt to prevent its complications. 

Early vascular disease is characterized by 
vascular spasm which may be localized or gen- 


Presented before the General Assembly, 110th An- 
nual Meeting, Illinois State Medical Society, May 23, 
1950, Springfield. 
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eral. As the condition progresses an anoxia 
of the blood vessel wall results. As this anoxia 
increases, pathological lesions appear in the 
intima and media. The effect of spasm and 
pathological changes in the wall is a narrowing 
of the lumen which results in resistance to blood 
flow. This narrowing may be accompanied by 
venous constriction where the artery crosses the 
vein. There may be an endothelial proliferation 
up and down stream at this point. Leopold® 
has shown there is a definite direct relationship 
between cerebrovascular resistance to blood flow 
and the grade of hypertensive retinopathy. As 
the lumen is reduced in size, there is a slowing 
of the blood stream, resulting in an attendant 
anoxia of the blood vessel wall. Local areas 
may be damaged sufficiently to permit serum, 
white blood cells and red blood cells to pass 
through into the adjacent tissue. The result 
will be exudative lesions or flame-shaped hemor- 
rhages. As the integrity of the wall is further 
damaged, we may see pre-retinal hemorrhages 
or even hemorrhages into the vitreous. If there 
is a break in the blood vessel wall, the eye will 
be lost since 1-2 cc. of blood escaping into the 
eye will result in absolute glaucoma. 

With the slowing of the blood stream, sludg- 
ing of the blood occurs. Knisely Block and 
Elliot‘ — Knisely Block®, Small clumps of 
agglutinated red blood cells behave as miniature 
thrombi blocking arterioles and venules too 
narrow to permit passage over masses of cells 
which are sticky and lacking in repellent force. 
These by accretion may attain dangerous pro- 
portion by packing together and forming true 
thrombi. Endothelial lesions secondary to vas- 
cular wall pathology hasten thrombus formation. 

Retinal vascular disease is, as a rule, slowly 
progressive. However, it may attack one vascu- 
lar system earlier than others. 

Senescence is an example of this. The earliest 
changes are found in the choroidal capillaries 
which are fibrosed and hyalinized. 

Retinal vascular disease may have acute 
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exacerbations especially those associated with , 


vascular spasm. Spasm of the retinal arteries 
and arterioles has frequently been directly ob- 
served with the ophthalmoscope, Duke Elder*, 
Rexed’?. Krough (Evans)* has reported definite 
capillary sphincters at the junction of the 
capillary and the vessels of the next higher 
order. The resultant pathology from spasm is 
quantitative and dependent on the the degree, 
the site and duration of the spasm. 

If spasm occurs in the artery, arteriole or 
proximal segment of the capillary, an ischemia 
results. If spasm occurs in the distal segment 
of the capillary bed a congestion occurs. In 
either instance, a capillary wall anoxia results 
and any one of three stages may follow depend- 
ing on the duration of the spasm and the content 
of the blood vessel. ‘These three stages are: 
(1) Peristasis in which the fluid elements of the 
blood escape into the surrounding tissues, (2) 
Leukostasis in which white blood cells are per- 
mitted to pass through the vessel wall, (3) 
Rubrostasis in which red blood cells pass by 
diapedesis into the adjacent tissue (Dugan’®). 

Associated conditions frequently seen are 
anemia, nutritional deficiencies, metabolic dis- 
orders, increased capillary fragility, hyperten- 


sion, cardiovascular renal disease and diabetes. 
Each associated condition must be adequately 


cared for. Unfortunately, the retinal vascualr 
disease continues and eventually ends in blind- 
ness unless a severe vascular lesion elsewhere in 
the body terminates the case. Dolgar’® reports 
that in 200 diabetics followed 25 years not one 
has escaped retinal vascular disease regardless 
of age of onset, severity of the diabetes or type 
of treatment received. Retinal vascular lesions 
presage progressive visual deterioration, Frieden- 
wald"™ confirms this. He feels diabetic retinitis 
is related much more closely to the duration of 
the diabetes than to its severity. Since diabetic 
patients under modern care live longer, the 
frequency of this complication is increasing. 


In evaluating patients for therapy full co- 
operation of the ophthalmologist and internist 
is essential. The ophthalmologist can state with 
reasonable certainty whether a patient can ex- 
pect favorable, doubtful or disappointing post- 
operative results from a sympathectomy. Once 
organic lesions of the blood vessel set in, sym- 
pathectomy loses its value in direct proportion 
to the pathology (Bedell'*). 
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Once organic changes occur in the blood vessel 
wall, the pupils should be dilated and the fundus 
examined at each periodic physical check-up. 
Petechial “hemorrhages” so called because they 
were thought to be hemorrhages from the capil- 
laries in diabetics are now known to be aneu- 
rysms at the link between the deep and super- 
ficial capillary plexus, **»**. They precede 
severe retinal - vascular disease. Flame-shaped 
hemorrhages result from a diapedesis of red 
blood cells through local anoxic areas in. the 
blood vessel wall. If this anoxia becomes more 
acute, pre-retinal or vitreous hemorrhages re- 
sult. It has been our observation that under 
therapy flamed-shaped hemorrhages absorb with- 
in one to two weeks. Where pre-retinal hemor- 
thages are present, if they measure more than 
3-4 disc diameters in width, absorption is not 
rapid enough to prevent the toxic effect of the 
blood from damaging the underlying retina. 
Vitreous hemorrhage represents an advanced — 
stage of vascular damage. If from a single 
localized vessel anoxia, it may be successfully 
treated with a combination of dicumarol and 
foreign protein. However, if there is associated’ 
pre-retinal hemorrhages retinal damage and 
visual loss will be proportional to the volume of 
pre-retinal blood and the proximity to the 
macula. Klein’® has made the greatest single 
contribution on treatment of retinal vascular 
disease. In writing on the prevention of retinal 
venous occlusion, she discusses in this very com- 
prehensive paper the mechanism of thrombosis, 
and gives the subjective and objective findings 
that precede thrombus formation. Anyone car- 
ing for patients with vascular diseases should 
study this article. 

She states advancing obliterating sclerosis 
alone results in occlusion in which anticoagulant 
therapy does not help since thrombus formation 
is a terminal step. In these cases sufficient 
delay of this final event, to permit collateral 
circulation if at all feasible, holds the only 
promise for preservation of vision. This can 
only be accomplished by anticoagulant therapy. 

Once thrombus formation has occurred or 
arterial occlusion has occurred all efforts should 
be made to’ restore the blood flow in the vessel. 
Present therapy gives gratifying results if ini- 


tiated within the first few hours after occlusion. 


In treating vascular diseases of the retina, 
dicumarol, rutin and cevitamic acid appear to 
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have desirable therapeutic properties. ‘There is 
considerable proof to support the belief that 
dicumarol is a vasodilator (Gilbert*®). It 
causes a hypoprothrombinemia, tends to restore 
the repellent force of red blood cells and de- 
crease agglutination and adhesiveness of blood 
platelets. It prevents thrombus formation and 
propagation of a thrombus. DeTakats*’ states 
that heparin has more desirable features since it 
has an antithromboplastin, antiprothrombin and 
antithrombin factor, but when we consider that 
dicumarol can be given safely to ambulatory pa- 
tients (Wright’*) and has been proved to be 
effective in retinal vascular disease (McLean”, 
Klein*’), it is at present the best anticoagulant 
available in prevention of complications of the 
diseases under consideration. 

Vitamin P, while it favorably influences in- 
creased capillary fragility, does not prevent or 
resolve retinal hemorrhages. It is, however, 
necessary for a normal vascular permeability. 
Cevitamic acid maintains a normal state of the 
intercellular ground substance in which the cells 
are imbedded and cemented together. 

In treating vascular diseases of the retina, we 
hope to accomplish these things. By increasing 
the repellent force of the red blood cells and 
decreasing the agglutination and adhesiveness of 
the platelets, we hope to increase the fluid state 
of the blood to relieve the anoxia of the blood 
vessel wall. Attempting to maintain the normal 
permeability and normal structural state of the 
blood vessel will aid in preventing further loss 
of blood from the vessel and permit better 
nourishment of the retinal tissues. Absorption 
of hemorrhages of retinal or pre-retinal nature 
at the earliest possible date and at a more rapid 
rate decreases the residual retinal pathology. 
Karly retinal vascular disease can be controlled 
by proper dicumarol therapy. The prognosis is 
poorer as the vascular disease progresses and 
may be irrepairable. It is essential that these 
patients remain on dicumarol continuously. 
Each patient that stopped “dicumarol had an 
exacerbation of the retinal vascular disease in 
from 48 hours to six weeks. 


Before dicumarol can be administered, a 
prothrombin concentration percentage determi- 
uation must be done and repeated daily since 
individuals react in varying degrees to similar 
doses of dicumarol. This necessitates hospitali- 
zation. 


Furthermore, the drug has its full effect 48 
hours following administration. (Heparin is 
used to initiate treatment in vascular occlusion 
because of its more rapid action.) Initial doses 
of dicumarol range from 200 to 300 milligrams. 
Daily prothrombin per cent concentrations are 
done and plotted until a constant level between 
20-30 per cent concentration is maintained. 
Maintenance doses usually are 50-100 mgm. 
three to seven times per week. Few patients 
cannot be adequately regulated in two to three 
weeks. Once released from the hospital, the 
patient should have a prothrombin check done 
weekly, then every two to three weeks. It is 
advisable to have the same laboratory check the 
blood. 

There have been 23 deaths from hemorrhagic 
diathesis in patients receiving Dicumarol re- 
ported in the literature, but on reviewing these 
one finds that 63 per cent of these had subacute 
bacterial endocarditis and the remainder had 
massive doses of dicumarol without benefit of 
laboratory work. In those cases where blood 
was taken in the terminal stage, the prothrombin 
concentration per cent was below 10 (Duff 
Skull**). Contraindications to administration 
of dicumarol are pregnancy, hepatic lesions, ul- 
cerative lesions of the G.I. tract, purpura blood 
dyscrasias, subacute bacterial endocarditis, recent 
brain and spinal cord surgery. The most definite 
contraindication is inadequate laboratory facili- 
ties to check the prothrombin concentration per 
cent. Where petechial hemorrhages and hema- 
turia occur the patient should have the dicumarol 
stopped. Synthetic vitamin K administered in 
large doses and fresh blood transfusions given. 

Page and Corcoran®* using pyogens were able 
to obtain marked improvement in patients with 
advanced hypertension retinopathy. ‘They felt 
this response was through the adrenal cortex, 
plasma and tissue enzyme systems, and body 
metabolism. ‘Typhoid gives a similar response. 
When combined with dicumarol, small doses of 
typhoid seem to enhance the effect of the dic- 
umarol, 

Twenty-three cases of retinal vascular disease 
have been maintained on dicumarol for from 
five to thirty months. While time does not per- 
mit a review of these patients’ histories, 14 have 
maintained vision and the retinal lesions have 
not advanced during 6 to 30 months of ambu- 
latory dicumarol therapy. These 14 consist of 
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two cases of retinal senescence, 5 cases of hyper- 
tensive arteriolar proceses, 1 central vascular 
occlusion, seen 5 hours after the first symptoms, 
and 6 diabetics seen within one week to three 
months after visual symptoms occurred. 

One complication, that of hematuria, occurred 
in a hyperterisive who had regained visual 
acuity and who had been controlled five months 
but was not listed above in the controlled group 
since six weeks after stopping dicumarol she 
developed a vitreous hemorrhage in one eye. 

One central venous occlusion seen after one 


' week did not respond to therapy. 


Seven diabetics received no permanent benefit 
from dicumarol therapy. Visual impairment 
had lasted from 9 months to 2 years prior to 
therapy. 
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Subdeltoid Bursitis 


Harold O. Hallstrand, M.D. 
Winnetka 


Subdeltoid bursitis or subacromial bursitis is 
an inflammatory process affecting the bursa lying 
between the under surface of the deltoid muscle 
and the outer surface of the joint capsule. In- 
flammation of this bursa is one of the most com- 
mon causes of stiff and painful shoulders, occur- 
ring in from 65% to 75% of all cases of shoulder 
pathology. This condition was accurately de- 
scribed by an English anatomist, J. S. Smith, 
in 1834, Although many worthwhile contribu- 
tions were made from this time on, it was not 
until Dr. Codman published his book on The 
Shoulder in 1934 that a major treatise appeared. 

Amnatomy.—The subacromial bursa is one of 
the largest in the body. (Figure 1) It is a 
synovial sac approximately 114 inches in di- 
ameter, though it may be as large as the hand. 


From the Dept. of Surgery, Graduate School of 
Medicine, University of Pennsylvania. 

Read before the Surgical Section at the Graduate 
Hospital of the University of Pennsylvania, Philadel- 
phia, Pennsylvania, Feb. 9, 1951. 
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This bursa acts as a cushion between the deltoid 
muscle and the acromium process above, and the 
joint capsule below. From the clinical stand- 
point it is considered as one structure, but an- 
atomically it consists of three bursa. These 
three compartments often communicate with 
each other, but may be separated by thin, film- 
like septa. The bursa normally do not com- 
municate with the joint. The roof of the bursa 
is attached above to the undersurface of the 
acromium and below to the inner surface of the 
deltoid muscle. It encircles about one-half the 


Trapezius Muscle. ——— Acromium 


———Subdeltoid Bursa 
— —-Greater Tuberosity of Humerus 


———Deltoid Muscle 


Supraspinatue Muscle — . — 

Triceps Muscle — — — — NG 


Teres Major Muscle — — — 


Figure 1. Anatomy of Subdeltoid Bursa. 
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circumference of the humerus. The roof is so 
fused and adherent to these structures that with 
few exceptions no accurate separation can be 
made on dissection without damage to the roof 
of the bursa. The floor of the bursa is attached 
by its undersurface to the humerus, the joint cap- 
sule, the biceps sheath, and the short rotator mus- 
cles, i.e., the infra and supra-spinatus muscles, 
the teres minor and the subscapularis. The floor 
also, cannot without great difficulty, be dissected 
off these flattened and often fused structures. 
Normally the roof and the floor of the bursa 
are in contact, lubricated by a very small amount 
of fluid, possibly secreted by the endothelial cells 
lining the bursa. A fine thin layer of blood 
vessels and lymphatics lies below these lining 
cells. 

Pathology—Under abnormal conditions the 
subdeltoid bursa may become inflammed and 
distended with fluid; it’s walls may become ad- 
herent, or it may contain calcium deposits within 
its lumen. When it is of long standing, the wall 
may undergo great thickening, becoming covered 
with fibrous ridges, septa and tags, so, that in 
appearance somewhat resembles the interior of a 
joint the seat of chronic arthritis. The tags 
may become detached and form melon seed 
bodies which can be detected on palpation. Oc- 
casionally the thickening is so great that the cav- 
ity is almost obliterated and the bursa becomes 
converted into a solid mass. 


Subdeltoid bursitis is rarely primary, usually 
resulting from lesions in contiguous tissues, par- 
ticularly following damage to the supraspinatus 
tendon. This tendon works at a greater mechan- 
ical disadvantage than do the other short rota- 
tors, and thus the strain on it’s fibers is most 
severe, causing rupture of fibers, minute hem- 
orrhages, hematoma formation and calcification. 
It is also possible that metabolic or infectious 
processes are a factor in the pathology produced. 
So there is a weakening of the tendon structures 
and the calcareous deposits may rupture into the 
bursal sac. The stimulation of the well en- 
ervated bursal walls results in pain, plus cell- 
ular proliferation and fluid secretion. The sac 
becomes distended with fluid, further increasing 
the pain due to pressure. With the proliferation 
of fibroblasts and gradual thickening of the bur- 
sal sac, fluid is also gradually absorbed and 
pressure and pain is lessened. Because of this 
thickening and fibrosis, however, there is result- 


ant less movement of the part. 

When a patient with an acutely painful 
shoulder due to calcification is operated on and 
the floor of the subacromial bursa is exposed, a 
small ring of hyperemia indicates the site of 
calcification. On. incision into this area, a soft 
pasty, yellowish-white mass is extruded. Often 
it has the consistency of tooth paste and appears 
to have been held in the area under considerable 
tension. When the symptoms have been less 
acute and such an area is exposed, the calcar- 
eous material is seen as dense, gritty masses or 
placques. On microscopic examination, a mass 
of round or ovoid bodies, ranging in size from 
that of bacteria to masses 10 to 15 times the size 
of white blood cells is seen. The bodies are whit- 
ish and translucent and appear to be elastic. 
Their composition varies, but most often they are 
mixtures of calcium phosphate, calcium oxalate, 
and organic matter. Pathologically there has 
not been evident, in but rare exceptions, either an 
infectious focus or any alteration of normal 
metabolic processes. 

Incidence——Subdeltoid bursitis affects both 
sexes, the males being affected mainly in young 
adult life and in mid-life, and the women show- 
ing a preponderance of bursitis at an older age. 
This might be expected since athletes in their 
early twenties and workers in trades and occupa- 
tions requiring strong exertion with the arm in 
abduction are frequently affected. In the older 
age groups the females have the highest inci- 
dence. Bosworth found calcium deposits about 
the shoulder without symptoms in 33% of some 
6,000 non-selected patients whom he x-rayed. 


Etiology—It is most likely that acute or 
chronic trauma is the main cause of subdeltoid 
bursitis. This occurs from twists or forcible 
abduction motions of the upper arm, as well as 
from direct violence. Presumably this bursa 
could become inflammed through infection or 
the ill-defined toxic or arthritic factor. Trauma 
may result from overuse of the shoulder, irrita- 
tion due to occupational maneuvers (such as 
typewriting where the arms are held slightly ab- 
ducted for long periods) or falls on the out- 
stretched hand or shoulder itself. In elderly in- 
dividuals, there is found, especially in those who 
have done laboring work for many years, a de- 
generation of the tendons of the short rotator 
muscles. Under such conditions mild trauma 
may produce injury or rupture of these tendons. 
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Subdeltoid bursitis has also been described fre- 
quently in patients with an acute upper respira- 
tory infection, acute paranasal sinusitis, and 
apical dental abscess. A few investigators be- 
lieve that focal and glandular dysfunction are 
more important than trauma, etiologically. 
Voight reported a large series of women with 
painful stiffening of the shoulder at the meno- 
pause. These women were actively engaged as 
typists, pianists or teachers, using their arms a 
great deal. Subdeltoid bursitis is common 
among diabetics, and it is thought that hypo and 
hyperthyroidism may be related to the etiology 
of this condition. Inasmuch as the majority of 
patients with subdeltoid bursitis are over 40 
years of age, they fall into that group where 
focal infection is prevalent. Lesions here are 
probably produced by a combination of trauma 
(acute and sudden or oft repeated and slight), 
and the physiologic change of age in older pa- 
tients. 

Signs, Symptoms and Diagnosi;s.—In acute 
traumatic subdeltoid bursitis findings are invar- 
iably definite and striking. The patient com- 
plains of severe shoulder pain and declines to 
move the arm which is held rigidly at the side. 
He cannot raise the arm laterally, even passive 
motion causing severe pain. The arm may be 
passively elevated in the sagittal plane by 30-60 
degrees, but close inspection reveals motion to 
occur by rotation of the scapula on the chest 
rather than at the scapulo-humeral joint. Palp- 
able swelling and fluctuation may be present, but 
always there is acute diffuse tenderness just be- 
low and anterior to the acromium. The patient 
is unable to reach backwards into a rear pocket 
or overhead to comb the hair. Agonizing pain 
that becomes worse at night and that may 
awaken the patient when he attempts to roll or 
turn on to the affected side is a usual complaint. 
As a result these patients persist in sleeping 
only on one side, to avoid recurrences even after 
the pain has disappeared. The diagnosis of 
simple acute traumatic bursitis may be made 
only when dislocations and fractures of the head 
of the humerus and tears of the short rotator 
tendons have been excluded, since injuries to these 
structures may be manifested by an acute bur- 
sitis, if by no other means. In most cases a care- 
ful history will establish the violence and char- 
acter of the injury. 


Bursitis with adhesions may be superimposed 
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on the acute picture, after several weeks. Ac- 
curate diagnosis may then become extremely dif- 
ficult, though the well advanced clinical picture 
of post-traumatic bursitis with adhesions is 
typical. The pain of injury subsides and is re- 
placed by ill-defined pain over the shoulder, ra- 
diation to the insertion of the deltoid, to the 
elbow, or to the wrist and fingers, becoming pro- 
gressively more severe. Usually there is atrophy 
of the spinatus, deltoid and arm muscles, often 
associated with vasospastic phenomena such as 
coldness and stiffness of the hand and a glossy 
atrophic skin. The bursa area is quite tender. 
the characteristic physical sign of bursitis with 
adhesions is the striking pain and limitation of 
active elevation of the arm. If the scapula is 
prevented from rotating, only 10 to 30 degrees 
of abduction of the affected arm may be present. 
Internal and external rotation also become great- 
ly restricted. 

Calcareous deposits frequently form in the . 
supraspinatus tendon close to the greater tuber- 
osity. Less frequently, they may be found in the 
subscapularis and the infra-spinatus tendon. 
Following insignificant trauma or without ob- 
vious cause, the patient begins to have pain in 
the shoulder localized over the bulge of the del- 
toid. Any of the symptoms previously men- 
tioned may be present, plus acute agonizing 
tenderness over the greater tuberosity, on palpa- 
tion, when the calcification is in the supraspin- 
atus tendon or a little in front of or behind the 
tuberosity when the other tendons are involved. 
A milder form of calcareous bursitis may occur 
in the form of vague discomfort in the shoulder, 
aggravated by full elevation of the arm. If con- 
stant use of the arm is continued, ultimately the 
symptoms will disappear. Failure to use the 
arm, however, will result in adhesions between 
the bursal surfaces and may superimpose on the 
picture of mild calcareous tendonitis, the addi- 
tional disturbance previously mentioned inci- 
dental to bursitis with adhesions. 

Frequently roentgenograms are made of both 
shoulders for comparison, and calcareous de- 
posits are seen in both, although only one should- 
er is painful. Thus, the simple presence of a 
calcareous deposit does not in itself cause symp- 
toms ; the symptoms are due either to the inflam- 
matory reaction about the deposit or to some 
mechanical interference with shoulder motion at 
the subacromial bursa. After many years of use, 
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Needling of Subdeltoid Bursa. 


Figure 2. 


the shoulder may exhibit evidence of wear in 
the form of fibrillations and minute tears of the 
supraspinatus tendon and roughening of the 
floor of the subacromial bursa. Thus any lim- 
itation of motion of the shoulder in elderly 
individuals may cause an adhesive subdeltoid 
bursitis. The possibility of other diseases such 
as cardiac, gallbladder, cervical syndromes, ar- 
thritis, tumors and other conditions must be 
carefully excluded, especially in the mild cases 
and those with some limitation of motion. X- 
rays are of value in ruling out the presence of 
other bony pathology, though of limited value 
in the direct diagnosis of subdeltoid bursitis. | 


Treatment.—In acute traumatic subdeltoid 
bursitis, the immediate relief of pain is the pri- 
mary objective. If fluctuation is present, the 
bursa is aspirated and 5 to 10 ces. of 1% procaine 
injected, with subsequent relief of pain and 
spasm. X-ray therapy, 50-100 roentgens, daily 
for 3-4 days is of value in some cases. Ice bags 
are advised during the first 24-48 hours and seda- 
tives given as needed. The shoulder may be im- 
mobilized in partial abduction with a_ thick 
axillary pad and sling, relieving the tension of 
the shoulder muscles. After 3-5 days when acute 
symptoms have subsided, gentle exercise may be 
started. Bending forward at the waist, while 
swinging and then maintaining the arms forward 
and then straightening up will elevate the arms 
overhead without the abductor muscles having 
to exert themselves against pull of gravity. Do- 
ing this and similar types of exercises for three 
to five minutes four times daily should avoid ad- 
hesion formation and stiffening of the shoulder. 
Heat and gentle massage may be of some value 
now. Recovery may be complete in two weeks. 


In post-traumatic adhesive subacromial bur- 
sitis, treatment is directed at separating the ad- 
hesions and restoring normal motion. Until 
this is accomplished, no permanent relief of paiu 
can be expected. With mild symptoms and only 
moderate restriction of motion, the previously 
mentioned exercise plus a circular pendulum-like 
swing to the arm while bending forward at the 
waist, may be all that is necessary. X-ray is 
worthless here. Diathermy and heat are usually 
of help, and the patient is advised to use the arm 
as much as possible and sleep with it overhead. 
Salicylates and barbiturates are given in large 
doses early. With severe pain and marked re- 
striction of motion, the adhesions must be sep- 
arated by manipulation under local or general 
anesthesia. ‘The humerus is slowly and gently 
fully elevated and internal] and external rotation 
instituted. Great care must be exercised, as frac- 
tures of the humerus and/or calvicle may occur 
during manipulation. Opiates and salicylates are 
given, and the patient is instructed to elevate the 
arms overhead by means of various exercises 
within 24 hours of manipulation, even though 
great pain is caused. Faithful performance of 


these exercises, usually results in marked im- 
provement within a few days. 


In calcareous tendonitis of the short rotator 
muscles, treatment must again be directed at 


the immediate relief of the agonizing pain. ‘Iwo 
methods are avalaible. First, by introducing a 


large bore needle into the calcareous deposit it- 
self under procaine anesthesia, tissue tension 
may subside due to the escape of calcified ma- 
teria) from the area and symptoms be alleviated. 
(Figure 2.) In most cases the caleareous deposit 
need not be completely removed, as any disper- 


sion into the surrounding tissues will cause it 


to be rapidly absorbed. If the needle cannot be 


entered into the calcareous area and if the symp- 


toms are exceedingly severe, under local anes- 
thesia incision through the deltoid muscle and 


subacromial bursa with the extrusion of a mass 
of pasty, yellowish-white, tooth-paste like ma- 


terial, may give dramatic relief. Active motion 


should be started post-operatively, as soon as it 
can be tolerated by the patient. 


SUMMARY 


Subdeltoid bursitis is an inflammatory process, 
usually caused by trauma, affecting the bursa 
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lying between the under surface of the deltoid 
muscle and the outer surface of the joint capsule. 
Inflammation may be with or without calcifica- 
tion and/or with or without adhesions, but the 
supraspinatus tendon is usually involved in the 
pathology. Diagnosis in the acute stage is us- 
ually easily made on the history of acute severe 
trauma or mild repeated trauma, the severe to 
agonizing pain exemplified at night with tender- 
ness over the bursal area of the deltoid muscle, 


and the position of the arm which is held fixed 
and rigid at the side, abduction attempts causing 


terrific pain and muscle spasm. Treatment 
consists essentially of temporary immobilization 
of the affected shoulder, injection or needling 
with procaine, surgery with incision and evacua- 
tion of the bursal contents, sedation, ice packs 
early and heat later in the course of the disease, 
and graduated exercises to avoid or to disperse 


adhesions. 
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A Short Study of Iritis: 


Significance of Early Diagnosis and Treatment 
Joseph Shanks, M.D. 


‘he purpose of this paper is, of course, to 
bring a short review on iritis and the recent 
trends in its various phase; to emphasize the 
important points in early diagnosis and to 
mention the newer concept of treatment; iritis 
having been studied and treated for quite a long 
time. When one considers the diagnosis of this 
disease, it is well to emphasize the characteristic 
changes which generally occur. For instance, 
we must not forget that an iritis may also in- 
volve the ciliary body in an inflammatory proc- 
ess and bring about the well known condition 
called iridocyclitis; that such inflammatory 
conditions involve both anatomical structures, 
but it is impossible to see the vessels of the 
ciliary body and often difficult to notice those 
of the iris. What we do observe is an inflam- 
matory picture of the deep ciliary vessels as 
they emerge over the sclera, Such picture differs 
in no way from the inflammatory stage of acute 
glaucoma, and iritis is frequently mistaken for 
conjunctivitis. Both mistakes are serious, and 
the glaucomatous error may be disastrous. 

Fortunately we have a number of important 
signs in the differential diagnosis. In conjunc- 
tivitis. there is generally more or less mucous 
discharge which glues the lids together. In 
iritis the secretions are thin and the lids are 
never glued together. There is edema of the 
iris; there is exudation; the aqueous humor 
becomes cloudy and filled with lucocytes. There 
is marked pain in the eye in an acute case but 
less marked or absent in chronic cases, and the 
main characteristic between this pain and that 
of inflammatory glaucoma is that in iritis it 
seldom brings on nausea and vomiting. In con- 
junctivitis there is hardly severe pain, the 
patient generally complains of a vague sensation 
of a foreign body in the eye. In iritis the pain is 
generally due to spasmodic contraction of the 


ciliary body and is naturally relieved by atropine. 


Presented before the Section on Eye, Ear, Nose & 
Throat, 110th Annual Meeting, Springfield, May 24, 
1950. 
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In iritis the pupil is generally small; in glau- 
coma, large. In glaucoma, moreover, the tension 
is increased; there are anesthesia of the cornea 
and rainbow vision around lights, and the use 
of atropine in glaucoma might be harmful — it 
may produce an increase in the intraocular ten- 
sion. Hence the differential diagnosis between 
iritis and glaucoma becomes an important 
consideration. 

Again, etiologically speaking, scientific ex- 
perimental work reveals to us that iritis can 
be produced by actual placement of certain 
microorganisms in the eye, according to some 
observers; but in many instances however, it is 
difficult to demonstrate any evidence of bac- 
teremia. Such cases were formerly ascribed 
to rheumatism but at present we have evidence 
that a great number of such conditions are due 
to foci of infection in various parts of the body. 
The usual common foci are generally found in 
the nasal accessory sinuses, teeth, tonsils, gall 
bladder, uterus and genitourinary tract. Thus, 
some observers and clinicians are impressed 
by the fact that iritis is produced by direct 
placement of bacteria in the eye — a hypothesis 
of bacteremia of rare occurrence, indeed; by 
systemic: toxic conditions produced by micro- 
organisms or released by autolysis of dead bac- 
teria (toxemia); and finally by an allergy. 

On the other hand, some observers deny the 


theory of direct inoculation. As to allergic 
manifiestation we have a good deal of evidence 


~to show that this phenomenon is a real factor 


in the causation of ocular disturbances. We 
also find in our medical literature that an 
allergic response may be brought about from 
bacteria, their toxic products, or from different 
proteins even in such insignificant doses that 
they cause no systemic reactions. JI observed 
in a number of iritis cases in private practice as 
well as in the clinics years ago that: these were 
chiefly of tonsillar, dental, syphylitie, sinus and 
gonorrheal origin. 


The course and consequences of an iritis are 
very important to remember, especially if com- 
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plicated by iridocyclitis or iridochoroiditis. In 
most cases acute conditions associated with 
marked inflammation run a severe course, the 
average case of iritis lasting from one to two 
months — the first signs of improvement being 
decrease of the congestion and pain and prompt 
action of atropine. Chronic cases show but 
slight symptoms of inflammation; an irido- 
cyclitis’ or iridochoroiditis may last a number 
of years. Relapse of inflammation in the iris 
and ciliary body are common, being due to 
renewal of the exciting cause rather than to 
mechanical effect of the adhesions which may 
have formed. 

On the other hand, complete resolution may 
take place in mild cases if seen sufficiently early 
and the pupil kept dilated by atropine. Even 
if posterior adhesions or synechia of the iris has 
taken place, the pupil may fully dilate leaving, 
however, pigment spots upon the anterior cap- 
sule of the lens which do not become absorbed 
and may later be seen during the entire lifetime 
of the patient by oblique examination or the 
ophthalmoscope; they are generally complained 
of by the patient as floating specks before the 
eyes. Pus and exudates into the anterior cham- 


ber may disappear completely without surgical 
intervention but surgery may have to be resorted 


to in the more serious cases. 

So among the chief of the clinical varieties 
to remember in connection with primary iritis 
and eyclitis is, of course, syphylitic iritis. Al- 
though the investigators and ophthalmologists 
of long ago spoke a good deal of this affliction 
— and although we have progressed in the fields 
of prophylaxis, diagnosis and treatment of 
syphilis, iritis and eyclitis are still produced by 
this disease. In fact, some observers claim that 
syphilis is responsible for at least one half of the 
cases of iritis, Iritis likewise occurs in heredi- 
tary syphilis, although not so frequently, being 
usually associated with interstitial keratitis, oc- 
curring early in childhood, while acquired 
syphilis usually is observed in adults. 

Inflammation of the choroid is associated with 
more than half of the cases of syphilitic iritis 
and cyclitis; the retina and optic nerve are often 
involved. There is usually a tendency to re- 
currence. The actual diagnosis can be established 
only by demonstration of the presence of syphilis 
or the favorable action of antisyphilitie treat- 
ment. 
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Another clinical variety of this important 
disease is gonorrhea] iritis. This disease is much 
more common than is generally believed, and 
many cases called rheumatic or allergic are 
really gonorrheal; and according to observers it 
occurs after gonorrhea, usually subsequent to an 
attack of arthritis and depends upon the in- 
fluence of the gonococci or their toxins in the 
cireulation upon the iris. It resembles the 
rheumatic form, the exudate is plastic (May). 

The scrofulous variety bears a resemblance to 
the iritis of hereditary syphilis; occurs in anemic 


and scrofulous children and youths and often 


presenting a mass of exudate which appears to 


come from the angle of the anterior chamber. 


In studying the various clinical types of iritis 
none are so confusing as the so-called idiopathic 
variety. This form of iritis still remains ob- 
secure as to etiology and many practitioners often 
attribute this trouble to a cold. The acute form 
is generally unilateral; the chronic form gen- 
erally appears with symptoms of cyclitis and 
choroiditis, with light inflammatory symptoms 
and runs a long course. When it attacks persons _ 
of advanced age it is believed to be due to de- 
fective nutrition and it slowly progresses until 
blindness occurs. 

We also have an iritis from septic infection 
from the teeth — pyorrhea and alveolar abscess ; 
from the tonsils, nose or nasal accessory sinuses. 
In the past writers and clinicians spoke much 
about rheumatic, gouty and diabetic influences 
in connection with iritis and we still have to take 
these conditions into consideration. 

Aother important variety is the traumatic. 
The causes of traumatism of all kinds, especially 
perforation of the eyeball, traumatic iritis and 
iridocyclitis are undoubtedly well known to all 
of us. 

Lastly, I shall mention tuberculous iritis. 
This is rather a rare form which occurs cheifly 
in children and young adults — with or without 
tuberculosis condition in other parts of the 
anatomy. However, we recognize more or less 
two forms of this type of iritis: (1) the miliary, 
in which we find small grayish-yellow nodules 
develop near the ciliary or pupillary margin, 
and (2) the conglomerate form in which a single 
yellowish-gray mass or deposit is found in the 
pupillary part of the iris. In mild cases the 
tuberculosis deposits may be absorbed; in the 
more severe type the process may lead to dan- 


367 


on 
ise 
it 
n- 
en 
nt 
Le 
an 
in 
ne 
is 
c- 
Ce 
y. 
ll 
<4 
Is 
)- 4 
ic 
‘ 
e 
t 
t 
; 

| 


gerous consequences and even to utter destruc- 
tion of the eyeball. 

As to prognosis and consequences of an iritis, 
there is no mystery in the fact that an irido- 
cyclitis is more serious than that of a simple 
iritis; and the consequences of an iritis or 
iridocyclitis which threaten the function of the 
eye are exudates and adhesions or synechiae. 
Obviously when posterior synechiae are small 
they produce little or no damage to vision, but 
when circular, the drainage of the nutrient 
liquid supplied by the ciliary processes from the 
posterior to the anterior chamber is interfered 
with and the accumulation of the liquid in the 
posterior chamber causes a bulging and finally 
brings atrophic changes in the iris. When the 
pupillary area is filled with exudate the sight 
is naturally impaired. When an exudate enters 
the lens tissue and becomes imbedded there, a 
cataract results, undoubtedly from faulty nutri- 
tion; when the exudate displaces the vitreuos, 
shrinking of the bulb follows and the patient 
goes blind. | 

Methods and medicinal preparations employed 
in the treatment of iritis are varied and nu- 
merous. With the advent of penicillin and other 
antibiotics for gonorrhea and syphilis, with 
insulin in diabetes, with sulfa such as sulfathia- 
zole, pansulfa, sulfanilamide, sodim sulfaceti- 
mide, etc., for the local and internal administra- 
tion, we have a good deal more at present than 
we had a few short years ago. 

However, the ideal treatment of iritis (except 
the systemic conditions mentioned above) is one 
that will most nearly fulfil the following requi- 
sites: relieve pain, prevent adhesions, constitu- 
tional treatment and if necessary, surgical 
intervention. 

Aureomycin and terramycin are two antibi- 
otics not to be overlooked in ophthalmic disease, 
especially in iritis. Drugs such as ACTH and 


cortisone were reported used in acute iritis by 
a group of ophthalmologists with varying results. 
Thus, T .D. Spies and R. E. Stone report the 
good effect of the local application of synthetic 
cortisone acetate on the lesions of iritis and 
uveitis (Southern Med. Jour. Oct. 1950). In 
his preliminary report on the action of pituitary 
adrenocorticotropic hormone on certain inflam- 
matory eye diseases including acute plastic iritis 
(Jour. A.M.A. April 22, 1950), J. A. Olson 
presents a very favorable picture of his four 
patients with acute iritis; he also mentions two 
patients with anterior uveal tract involvement. 
All patients responded abruptly and favorably 
to hormonal therapy. Penicillin if required, is 
given in the form of injections every 2 or 3 
hours — 600,000 units daily for a number of 
days until favorable reaction takes place. 

Among the surgical procedures advocated in 
connection with complicated conditions of iritis 
are: paracentesis, iridectomy and enucleation. 
When the symptoms of sympathetic inflamma- 
tion and iritis are slight, enucleation of an 
injured eye may save the other; but when the 
condition is very severe and the symptoms are 
well developed, no treatment is of any value. 
 Paracentesis and iridectomy are advocated for 
the relief of persistent increase of tension ocur- 
ring during the acute stage of iritis and irido- 
cyclitis. Paracentesis should first be tried and 
if unsuccessful, an iridectomy should be con- 
sidered in the event the iris has not undergone 
important structural changes. 

We find that small localized posterior syn- 
echiae often yield to atropine and_ holocaine 
treatment; also pilocarpine or eserine, followed 
by atropine whereby the pupil is dilated after 
myosis has been accomplished, is a very good 
method in the small synechiae; but more exten- 
sive synechiae resist all but surgical procedure. 
310914 N. Lincoln Ave. 
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The regular October meeting of the Council was held 
at the Hotel Sherman, Chicago, Sunday, October 28, 
1951; the following were present: Blair, White, 
Sweeney, Muller, Lundholm, O’Neill, Greening, Stone, 
Oldfield, Vaughn, Reichert, Peairs, Newcomb, Ham- 
ilton, Hulick, English, Montgomery, Fullerton, Hedge, 
Hopkins, Hutton, Coleman, Cross, Hellmuth, Limarzi, 
Neal, Leary, Camp and Frances Zimmer. Secretary re- 
ported sudden death of Walter Stevenson, told of re- 
quest of family that instead of sending flowers, those 
desiring to do so, send remittance to the Society’s 
Benevolence Fund. 

Minutes of last meeting were approved (Fullerton- 
Montgomery). Secretary read financial report — 
which was approved (Hamilton-Stone). White re- 
ported as president, telling of his official activities 
since last meeting. Complimented C.M.S. for fine pro- 
grams and attendance at recent P.G. conferences. 
Visited State Societies of Wisconsin and Kentucky, 
the latter having their centennial meeting recently at 
Louisville. Recommended to Journal Editorial Board 
that they use public relations short filler in the Jour- 
nal, such as “Around the Clock Medical Service is 
good public relations’; “Good American Citizens to- 
day will vote”, etc. 

Sweeney as President-Elect told of recent meetings 
he had attended, commenting on same. Told of the 
successful Annual Dinner of the C.M.S. and referred 
to the work of the Committee on Medical History of 
this Society, having attended a recent meeting. Rec- 
ommended changes in appearance of Fifty Year Club 
and Emeritus Certificates, which will be given further 
consideration. 

Stated that the members of the Council from the 
C.M.S. recommend Fred H. Muller as General Chair- 
man, Committee on Arrangements for the 1952 annual 
meeting. 

Motion (Hedge-Montgomery) that Council ap- 
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prove Muller as General Chairman. Carried. 

Cross, as. Director, State Department of Public 
Health, told of the cooperation of his Department with 
State Director of Civil Defense, making personnel of 


the Department available for work in the program as” 


set up. The 100 bed State Tuberculosis Hospital at 
Mt. Vernon has opened, and has some 70 bed patients, 
and 25 out patients at this time. Hospital manned 
with superintendent and two staff physicians at present. 
The Chicago Tuberculosis Hospital should be open 
about July, 1952. Two narcotic stations have been 
set up and should be in operation by the end of this 
year; research will be emphasized as no treatment, as 
such, can be given in the program. Dr. Shuman, 
epidemiologist with the State Department has been 
loaned to the U.S.P.H.S. for epidemiological services 
in Korea for a period of 8 months. Cross has com- 
pleted 12 years as Director of the Department of Pub- 
lic Health. 

Reports of individual councilors were given: Lund- 
holm attended a meeting honoring J. B. Schreiter, Sa- 
vanna, recently designated as the outstanding general 
practitioner of Illinois for 1952. The city of Savanna 
and surrounding area, very enthusiastic, and use every 
opportunity to honor their outstanding physician. 
O’Neill referred to recent public relations meeting held 
at LaSalle, which was a good meeting in spite of in- 
clement weather. Referred to new hospital recently 
dedicated in Mendota, this constructed entirely from 
local funds, no state or federal assistance received, The 
entire community behind the project and they deserve 
much credit for the accomplishments. 

Vaughn referred to the night call service maintained 
by the C.M.S. which started last June and has been 
unusually successful. Also referred to recent C.M.S. 
P.G. Conferences. Stone likewise referred to the 
C.M.S. P.G. Conferences, 82 registered for the one on 
Endocrinology, and 196 for the one on Obstetrics and 


iy 


by 
alts. 
the 
etic : 
and 
In 
tary 
am- 
lson 
four 
two 
ent. 
ably 
l, is a 
r 3 
r of 
in 
ritis 
‘ion. 
ma- 
an 
the 
are 
lue. 
for 
cur- 
ido- 
and 
on- a 
‘one 
yn- 
Line 
wed 
fter 
ood 
en- 
ire. i 
369 


Gynecology. Dinner conference held during the con- 
ferences with 248 at the dinner, and 300 or more at the 
evening meeting. Dinner costs included in the student 
fee for the conferences. 

Reichert stated that the Illinois Chapter of the 
American Academy of Pediatrics was pleased with the 
printed copies of the pediatric survey, and thanks the 
Council for having it properly abstracted and printed. 
These were presented at the recent meeting of the 
Academy held in Toronto, and all were pleased with 
the relationship of the two societies in Illinois, and 
also the fact that the Illinois Chapter holds its annual 
session in conjunction with the annual meeting of this 
Society. Complimented Dr. Shuman of the State De- 
partment of Public Health for the fine report he gave, 
and on the basis of the report there was no evidence to 
stop immunization programs during the polio season, 
except in severe epidemics. 

Muller reported as Vice President, referring to recent 
meetings and conferences he has attended. Wanted 
Council instructions relative to the Illinois Delegates 
at the Clinical Session of the A.M.A. to be held De- 
cember 4-7 in Los Angeles, Muller being Chairman of 
the Illinois Delegation. Commented briefly on the 
C.M.S. night call service; all patients. returned to 
their regular family physician, with a report given him 
by the one making the night or emergency call. 

Oldfield referred in some detail to the plan used 
in Oak Park relative to the annual chest x-ray survey. 
The family physician played the leading role in the 
entire survey. A post card is mailed by the physician 
to his patient telling him to report for the chest x-ray; 
the Unit returns the film and form to the physician, who 
in turn tells the patient of the result. 

Newcomb stated that he has met with most of the 
societies in his district. Told of recent meeting held 
in White Hall and arranged by the Committee on 
Nutrition, which was well attended and with an excel- 
lent program. Also referred to the public relations 
conference held at Edwardsville, with Neal, Leary and 
Camp on the program, an excellent attendance and 
meeting went over well. 

Hulick referred to the postgraduate conferences 
held at Decatur, as arranged by Dr. Hellmuth. Nearly 
200 for the dinner meeting and over that number of 
physicians registered for the session. Compliments 
Hellmuth and hopes the Council approves the setting 
up of additional conferences around the state in ac- 
cordance with Hellmuth’s desires. 


Montgomery attended a number of meetings in his 
district, one of the six county Societies held recently at 
Benton. This a good way to get good meetings and 
scientific presentations in the more sparsely settled 
communities. 


Fullerton has visited five of his county societies, and 
has been in contact with the other four. Has received 
some criticisms of the U.M.W. program, to be referred 
to the Society Advisory Committee to the U.M.W. 
Health and Welfare Fund. Comments on postgraduate 
conferences for the southern end of the state, to be 
referred to Dr. Hellmuth. Believes we should stress 


370 


the advisability of taking policies with greater protec- 
tion to the subscriber of mal-practice insurance. These 
now available at a slightly increased cost. 

Hopkins reported as Chairman of the Committee or 
Medical Service and Public Relations; plans under way 
to set up information courses for students in medicai 
schools on the subject of organized medicine, its aims 
and functions. 

Neal discussed several matters, including the licen- 
sure of physicians under the new limited license given 
to men who are to become employed by the State 
Department of Public Welfare. Also commented on 
work of Senator Dirksen in committee, on proposal to 
give federal aid to medical schools — Dirksen as 
would be expected, was opposed to federal government 
becoming financially interested in medical education. 

Leary referred to public relations meetings already 
presented at Decatur, Kankakee, LaSalle, Quincy and 
Edwardsville. Others desired and plans not yet made 
for them. Told of recent public relations survey made 
in Decatur by Mr. Rember of the AMA. This will 
be reported soon and will be an interesting report. 
Told of his release concerning Dr. Schreiter and also 
preparing material to be submitted to the A.M.A. 
Board of Trustees relative to Dr. Schreiter, the So- 
ciety’s candidate for outstanding general practitioner 
of the nation. 

Hopkins discussed the prepayment care plans, and 
their progress. Referred to status of Grievance Com- 
mittee, with recent death of its chairman, Stevenson. 
Committee to meet soon and elect new chairman and 
in meantime Hopkins has the files in his possession. 

Coleman discussed work of Advisory Committee 
to the I.P.A.C. — meeting held the previous evening 
was reported. Plan to have direct payment to physi- 
cians in operation February 1. Readjustment on pay- 
ment of hospital bills now in operation, will be tried 
out for a six month test period. Now paying for 
services rendered rather than the old flat rate method 
which had been in operation. Coleman also told 
of recent meeting of Advisory Committee to the 
U.M.W., and mentioned some recent problems. Be- 
lieves this committee has been of real service to the 
U.M.W. group, and eventually will work to the best 
interests of the profession. 

Hutton reported recent progress of the medical his- 
tory committee, telling of the work now in progress;" 
hope to ha¥e sufficient material available for an editor 
after the first of the coming year. Dr. D. J. Davis de- 
voting major part of his time on the work, and doing 
a fine job. 

Council went into executive session for some con- 
siderations which had been presented. Several actions 
taken on current bills which had been presented for 
payment. 

Limarzi gave his report as chairman of the Scientific 
Service Committee, telling of services rendered to 
various societies since last meeting of the Council. Also 
discussed work of his Blood Bank Committee, refer- 
ring to questionnaires sent to all Illinois Hospitals 
asking for information. Will have report prepared 
from these questionnaires at the January meeting. 
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Newcomb presented the report for the Committee 


on Nutrition, as prepared by the chairman, Dr. L. T. 


Hoyt. Referred to meeting held recently in White 
Hall — also his attending the meeting on the follow-up 
committee of the White House Conference to con- 
sider especially two matters (1) Dietary recommenda- 
tions for the present war emergency, and (2) methods 
of improving the nutrition of children throughout the 
state through a more efficient cooperation of Home 
Advisors, Departments of Welfare and Public Health, 
and School Lunch Programs. 

Blair gave the report for the Educational Committee ; 
television and radio programs subjects, and procedures. 
Referred to A.M.A. conference in New York on TV 
health programs, attended by Miss Fox; the general 
theme at this conference, “Building the Health Educa- 
tion Telecast”. Radio Station WFJL continues to 
carry the “Your Doctor Speaks” programs. 

Hellmuth gives the report for the Postgraduate Com- 
mittee, commenting on the program given at Decatur. 
Would like permission to schedule four more confer- 
ences, and asks for a budget to cover all necessary 
expenses for preparing and presenting them. Has four 
recommendations :(1) The Committee be authorized to 
cooperate with the Illinois Chapter American Academy 
of General Practice to develop an educational program 
mutually beneficial. 


(2) The Committee be authorized to select in special 
cases, men of high caliber who are not “M.D.s” to 
appear on the programs. 

(3) Approval of their budget recommendation and 
authorization for five conferences to be scheduled by 
the committee for the current fiscal year. 

(4) Committee desires authorization to include 
in the official printed programs, short abstracts of 
the material to be presented. 

Motion (English-Sweeney) that these recommenda- 
tions be approved. Carried. 

Several letters were submitted for necessary Council 
action, all of which were aeegeny considered and 
acted upon. 

A list of 13 physicians was submitted as candidates 
for Emeritus Membership, all having been so recom- 
mended by their component society. Six candidates 
for Past Service Membership and one for Retired 
Membership also submitted. 

Motion (Vaughn-Fullerton) that same be approved 
and elected accordingly. Motion carried. 

Bills as audited by Finance Committee were ap- 
proved. (Hamilton-Stone). 

The Council adjourned at 3:30 P. M., to meet again 
in regular s session on January 6, 1952. 

Harold M. M.D. 
Secretary 


SURGERY FOR BONE TUBERCULOSIS 


Most of us have been taught that tuberculosis 
of the bones and joints should be treated by so- 
called conservative nonsurgical methods. Many 
of the old teachings still cling to us. Calot said, 
“If you open tuberculosis you thereby open the 
door for death.” Rollier’s slogan was, “Every 
tuberculosis can be healed if we have only the 
patience not to operate.” Most of us have seen 
the disastrous results following a surgical proce- 
dure with secondary infection in a tuberculous 
bone or joint. However, since we now have 
powerful antibiotics and chemotherapeutic 
agents, we may change our concepts of the treat- 
ment of tuberculosis of bones and joints and get 
rid of some of the old taboos that had their origin 
in the days when antibiotic and chemotherapeutic 
aids were not available. . . The following are the 
prerequisites for surgical treatment of bone and 
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joint tuberculosis : 

1. Little or no fever. 

2. No active pulmonary lesion. 

3. Low sedimentation rate. 

4, Rest, adequate nutrition, blood transfusion 

and. general support. 

5. Streptomycin and para amino salicylic acid. 

6. Immobilization of the affected part. 

Unless there is complete removal of the dis- 
eased tissue, there might be reactivation of the 
disease and formation of sinus tracts. Gentle 
handling of tissue and clean, sharp dissection will 
help prevent a hematogenous spread due to sur- 
gical manipulation, although this complication 
must be rare. Gentle debridement and meticulous 
avoidance of the epiphyseal plate will prevent 
growth disturbance. Eacerpt: Tuberculosis of 
Bones and Joints in Children, W. L. Minear, 
M.D., Hot Springs, N. Mex., The Amer. Surg., 
Sept. 1951. 


371 


be 

on 
jay 
cal 
ms 
en- 
yen 
ate | 
on 
to | 
as 
ent 
dy | 
ind 
ide 
ide 
vill | 
Iso | | 
A, 
ler 
ind 
on. 
ind 
tee | | 
ing 
‘Si- 
Ly- 
ied | 
for 
od 
old 
the | 
3e- 
the | 
est 
is- 
tor | 
le- 
ng 
ns 
for | 
ific 
to 
Iso 
er- 
als 
‘ed | 


REMEDIES FOR THYROTOXICOSIS 
The physician now has several resources when 
confronted with a patient with thyrotoxicosis. 
He may employ the chronic administration of a 
thiourea derivative, or he may give the patient 
radioactive iodide, or he may elect to prepare 
the patient with one of the thiourea derivatives 
and then have the gland surgically removed. 
There is perhaps a residual small group of 
patients who can be controlled perfectly well 
by the administration of Lugol’s solution or 
saturated solution of potassium iodide. The 
choice of therapy depends on a variety of con- 
siderations. In any form of treatment there 
is risk not only to the patient but the risk of not 
securing an entirely satisfactory result. The 
degree of toxicity is a factor and so is the age 
of the patient. Previous sensitivity to drugs 
must be taken into consideration. This was 
illustrated recently by a patient who had de- 
veloped agranulocytie angina following adminis- 
tration of methyl thiouracil. She not only had 
a single nodule of her thyroid, which required 
surgery on its own merits, but in addition she 
was thyrotoxic. The toxicity prevented surgery. 
The recourse was to radioactive iodide to take 
care of the toxicity. As soon as this was under 
control the incidental nodule was removed. We 
have recently been informed of a similar patient 
where a very large nodular goiter was obstruct- 
ing the esophagus, and yet surgery was impossible 
because the toxicity from the old multinodular 
gland was such as to embarrass the heart to a 
degree that surgery seemed contra-indicated. 
The patient was given radioactive iodide which 
successfully controlled the toxicity and in due 
course he was a suitable candidate for resection 
of the thyroid. This case was successfully han- 
dled by Dr. Andreis Querido of Leiden, Holland. 
In such cases one might think of radioactive 
iodide as being used as preparation for surgery. 
No hard and fast rules can be given for a 


choice of therapy in thyrotoxicosis. The many 
considerations must be weighed by the physician 
and balanced one against the other. It is for- 
tunate that several forms of effective treatment 
widen the scope and enhance the nicety of 
therapy in that they enable the physician to 
individualize his choice for the situation at hand. 
Excerpt: The Physiologic Basis for the Therapy 
of Hyperthyroidism, John B. Stanbury, M.D., 
Boston, Boletin de la Asociacion Medica de 
Puerto Rico, July, 1951. 


HEAD INJURIES 


Methods of treating traumatic cerebral edema 
are controversial. We feel that frequent lum- 
bar punctures with the idea of reducing pressure 
for any appreciable time are useless. A lumbar 
puncture is important in almost every case of 
suspected head injury simply to establish the 
presence of blood in the subarachnoid space and 
thus have available irrefutable evidence of cere- 
bral contusion—important both prognostically as 
a base line and medicolegally. Occasionally, the 
removal of a small amount of very bloody spinal 
fluid may quiet a restless and agitated patient 
but frequent, repeated lumbar punctures with 
any feeling that one is treating diffuse cerebral 
edema seem useless. Dehydration is more 
dangerous than helpful in handling this problem. 
The old operation of subtemporal decompression 
is no longer considered of any value in treating 
acute head injuries. It is never adequate to 
control pressure and usually only makes the 
situation worse when the edematous cortex bulges 
into the bony opening and cortical veins are 
compressed. Adequate cerebral oxygenation, 
normal fluid and electrolyte balance are of much 
greater value than any of these older methods of 
treating acute, closed head injuries. Eacerpt: 
A Few Practical Points in the Treatment of 
Acute Head Injuries, George LL. Maltby, M.D.. 
J. Me, M.A., Aug. 1951. 
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CHAMPAIGN 

News from Champaign County.—“Surgical Cor- 
rection of Congenital Cardiac Lesions” was dis- 
cussed by Dr. William L. Riker, pediatric surgeon, 
Children’s Memorial Hospital, Chicago, before the 
Champaign County Medical Society, November 8. 
The society was also addressed recently by Dr. 
Marc Hollender, assistant professor of psychiatry, 
University of Illinois College of Medicine, on “Psy- 
chological Approach to Everyday Problems in 
Medicine.” A member of the society, Dr. Hans M. 
Buley, has been requested to present a paper en- 
titled “German School of Dermatology in the Past 
Century” before the American Academy of Derma- 
tology and Syphilology in Chicago, Dec. 8-13. New 
members of the society are Drs. George Agate and 
Charles Roland. 

Outstanding Practitioner—Dr. L. O. Sale, Fisher, 
was chosen outstanding general practitioner of the 
year by the executive committee of the Champaign 
County Medical Society. Dr. Sale has been prac- 
ticing in Fisher since 1896. Seventy-nine years of 
age, he is a past president of the society, a charter 
member and director of the Fisher Lions Club, 
former member of the Fisher Village Board and 
former treasurer of the Fisher Methodist Church. 

COOK 

Lectures on Cancer.—The Medical School of 
Northwestern University is offering a Cancer Lec- 
ture Series for the second consecutive year on 
Wednesday afternoons from five until six o’clock in 
Thorne Hall on the Chicago campus. The series, 
which began on October 10, included ten talks by 
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prominent physicians in the field of cancer research. 

The first program was presented by Dr. Robert A. 

Moore from Washington University School of 

Medicine, October 10, who talked on “The Nature 

of Cancer.” 

The two succeeding programs were lectures by 
Dr. W. A. Anderson of Marquette University on 
“Tumors and Tumor-Like Conditions of the 
Thorax” and “Cancer of the Pancreas” by Dr. 
Lester R. Dragstedt, University of Chicago. 

Other participants included: 

October 31: “Physiological Concepts in Cancer” 
by Dr. Rulon W. Rawson, Chief of the Depart- 
ment of Medicine, Memorial Hospital, New York 

November 7: “Cancer of the Breast” by Dr. C. D. 
Haagensen, Professor of Surgery, Columbia, Uni- 
versity College of Physicians and Surgeons 

November 14: “Metastases” by Dr. Morton Mc- 
Cutcheon, Professor of Pathology, University of 
Pennsylvania Medical School 

November 21: “Newer Concepts of Cancer Ther- 
apy” by Dr. Danely P. Slaughter, Assistant Pro- 
fessor of Surgery, University of Illinois College of 
Medicine 

November 28: ‘Multiple Myeloma” by Dr. Steven 
O. Schwartz, Professor of Hematology, Chicago 
Medical School 

December 5: “Radiotherapy in Cancer Control” by 
Dr. Ivan H. Smith, Director of Ontario Cancer 
Foundation Clinic, University of Western Ontario 

December 12 “Estrogens and Cancer” by Dr. L. A. 
Emge, Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine.” 
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Branch Meeting.—A panel discussion on diabetes 
was the theme of the November 6 meeting of the 
North Shore Branch of the Chicago Medical So- 
ciety. With Dr. Ralph E. Dolkart, assistant pro- 
fessor of medicine, Northwestern University Medical 
School, acting as moderator, members of the panel 
were Drs. Arthur R. Colwell, professor and chairman 
of the department of medicine at Northwestern, 
Randall G. Sprague, assistant professor of medicine, 
Mayo Foundation, and Henry T. Ricketts, a pro- 
fessor of medicine, University of Chicago School of 
Medicine. 

Appointments to University Council Committee.— 
Seven University of Chicago faculty members of 
the supreme academic body of the university, the 
Council have ‘been elected to the Council Com- 
mittee. The Committee, which is the steering group 
on matters of educational policy within the jurisdic- 
tion of the university Council, meets every two 
weeks. Elected members of the Committee for 
1951-52 are: Earl A. Evans, Jr., chairman of the de- 
partment of biol-chemistry; Dr. Paul C. Hodges, 
professor of radiology; Robert Redfield, chairman of 
the department of anthropology; W. Allen Wallis, 
professor of statistics and chairman of the Com- 
mittee on Statistics; Harold R. Willoughby, pro- 
fessor of Christian origins; Quincy Wright, pro- 
fessor of international relations; and William H. 
Zachariasen, professor of physics. Evans, Wil- 
loughby and Zachariasen are newly elected members 
of the Committee. The others are re-elected for 
another term. 

Personal.—Dr. Joseph L. Baer has resigned as 
vice president of the American Board of Obstetrics 
and Gynecology, a position he held for more than 
twenty years. He has been succeeded by Dr. John 
L. Parks, Washington, D.C.—Dr. Max Thorek gave 
the first Annual Frank C. Henry Jr. Memorial Lec- 
ture before the Academy of Medicine of the Raritan 
Bay Area, October 17, in Perth Amboy, N.J. He 
spoke on “Impending Death Under Anesthesia”, 
which was illustrated by a motion picture.—Dr. M. 
A. Perlstein, Dr. Harry Barnett and Dr. Jerome 
Finder, all of Chicago, cooperated in an exhibit on 
miniature cerebral palsy equipment before the 
American Academy of Pediatrics meeting in 
Toronto, Canada, October 22-25.—Dr. Philip Thorek 
discussed “Practical Aspects of Inguinal Hernia” 
before the Greenwood Medical Society in Green- 
wood, S.C., October 24. The following day he ad- 

dressed the Georgia Academy of General Practice 
in Macon on “Acute Abdoniinal Emergencies.” 


Special Society Election—Newly elected officers 
of the German Medical Society of Chicago are Dr. 
Heinrich G, Kobrak, president; Dr. William A. 
Marshall, vice president; Dr. Eugene F. Lutterbeck, 
secretary, and Dr. Fidelius Knoepfler, treasurer. 


News from Chicago Medical School.—Four 
scholarship gifts totalling $34,000 have been received 
by the Chicago Medical School, according to an 
announcement issued by President John J. Sheinin. 
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In memory of his father Dave Hokin who died in 
1949, Myron Hokin, 4950 South Chicago ‘Beach 
Drive, President of the Century America Corpo- 
ration, announced a gift of $14,000 from the Dave 
Hokin Foundation of which he is President. $10,- 
000 is for a subsidiary scholarship, which makes up 
the difference between what a student pays in tuition 
and what it costs the school to provide four years 
of medical training. $4,000 is for additional scholar- 
ship use to be assigned by the school. A subsidiary 
scholarship of $10,000 was given by Samuel Briskin, 
2300 North Lincoln Park West, Chairman of the 
Board of the Revere Camera Company. A gift of 
$10,000 to be known as the Barney Ets Hokin 
subsidiary scholarship, was given by three officials 
of the International Rolling Mills Products Corpo- 
ration: Barney E. Hokin, 4950 South Chicago Beach 
Drive, President; Edwin E. Hokin, 199 Lake Shore 
Drive, Vice President; and Edward M. Rabin, Lake 
Shore Drive Hotel, Vice President. The Chicago 
Medical School has received four grants for re- 
search totalling over $20,000. $6,000 from the 
National Cancer Institute, United States Public 
Health Service, goes to Dr. A. C. Ritchie, Research 
Fellow, studying factors influencing cancer produc- 
tion in animals, in the Department of Cancer Re- 
search of which Dr. Philippe Shubik is head. Dr. 
Israel Davidsohn, Professor and Chairman, Depart- 
ment of Pathology, and Director of Laboratories, 
Mount Sinai Hospital, received $6,588 from the 
United States Public Health Service for work on 
hemolytic anemia. Dr. Philippe Shubik, Assistant 
Professor and Co-ordinator of the Cancer Teaching 
Program, Department of Surgery, and Dr. A. Robert 
Goldfarb, Associate, Department of Biochemistry, 
received $2,500 from the Atomic Energy Commission 
for studies of cancer-producing effects of Beta 
radiations. Dr. Aldo A. Luisada, Associate Pro- 
fessor of Medicine and Program Director of Cardi- 
ology, Department of Medicine, is given $5,400 by 
White Laboratories, Inc., for continuation of studies 
of gitaligin, one of the new digitalis derivatives. 


Tom Jones Honored.—An award has been es- 
stablished by the Biological Photographic Associ- 
ation in honor of Prof. Thomas S. Jones, professor 
of medical and dental illustration and head of the 
Illustration Studios at the University of Illinois. 


The award, officially known as the Tom Jones 
Award, will be given annually for the best paper 
to be published in the Journal of the Biological 
Photographic Association. 


The award consists of a certificate which was 


designed by Prof. Jones. It was named for him in 
recognition of his many contributions to the Asso- 


ciation. 


KNOX 
Society News.—At the regular monthly meeting 
of the Knox County Medical Society at the Gales- 
burg Club, Galesburg, October 18, Dr. Ray G. 
Bunge, associate professor of urology, University of 
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lowa School of Medicine, Des Moines, discussed 
“Problems in the Diagnosis of Renal Tumors.” 
MACON 

Society News.—At a meeting of the Macon Coun- 
ty Medical Society in Decatur, October 23, Dr. 
Roland N. Klemme, professor of neurosurgery, St. 
Louis University School of Medicine, spoke on 
“Acute Intra-cranial Lesions.” 

Grievance Committee Organized—The Macon 
County Medical Society has established a grievance 
committee, which was to be in operation November 
1. According to the society’s bulletin, the primary 
objective of this committee is to see that the public 
interest is fairly and honestly served and to correct 
misunderstandings and abuses which patients be- 
lieve have occurred. A non-medical member has 
been purposely included on the committee to rep- 
resent the layman’s point of view. 

McDONOUGH 

Society Election—At a meeting of the Mc- 
Donough County Medical Society, October 26, the 
following officers were elected: O. A. Dively, Ma- 
comb, president; R. L. Franck, Bushnell, first vice 
president; R. F. Millet, Macomb, second vice pres- 
ident. Dr. R. C. Benkendorf, Macomb, was re- 
elected seceretary-treasurer. V.B. Adams, Macomb, 
was chosen delegate to the Illinois State Medical 


. Society, and R. G. Trummel, Bushnell, alternate. 


Albert Havens, New Philadelphia, was inducted 
into the Fifty Year Club of the Illinois State Medi- 
cal Society with the presentation of the insignia 
by Dr. C. Paul White, Kewanee, President-Elect 
of the state society. The county society was ad- 
dressed at this meeting by Elizabeth A. McGrew, 
assistant professor of pathology,. University of 
Illinois College of Medicine on “Genital Tract 
Carcinoma in Asymptomatic Women.” 
MORGAN 

Society News.—The Morgan County Medical So- 
ciety was addressed recently by Dr. Joseph A. 
Capps, emeritus professor of clinical medicine, 
University of Chicago School of Medicine, on 
“Pain, Its Nature and Distribution”; Dr. Hugh 
M. Wilson, head of the Mallinckrodt Institute of 
Radiology, Washington University School of Medi- 
cine, St. Louis, on “The Development of Radiology”, 
and Dr. James H. Hutton, Chicago, “Medical Prac- 
tice in Illinois a Century Ago.” Both Dr.-Capps 
and Dr. Wilson are natives of Jacksonville, the site 
of the first medical school in the state which closed 
in 1848. 

ROCK ISLAND 

Interprofessional Meeting—The second annual 
Interprofessional meeting of the combined member- 
ship of the Rock Island County Medical Society, the 
Rock Island County Dental Society and the Rock 
Island County Pharmacists Association was held 
at the Plantation in Moline, Nov. 13. 

WINNEBAGO 

Society News.—‘‘Non-Microscopic Hematology” 

was the subject of Dr. Steven Schwartz, director of 
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hematology Laboratory, Cook County Hospital, 
Chicago, before the Winnebago County Medical 
Society in Rockford, November 13. 


GENERAL 

Meeting on Mental Health—The first annual 
dinner meeting of the National Association for 
Mental Health was held at the Stevens Hotel, 
November 30. ‘The meeting marks attainment of 
a long-standing aim — a national voluntary organi- 
zation integrating the work of mental hygiene so- 
cieties in all parts of the country. 

Speakers were Oren Root, president of the new 
association; Governor Adlai E. Stevenson, and Dr. 
William C. Menninger, noted psychiatrist, who 
discussed Men, Machines and Mental Health. The 
program included the midwest premiere of an 
American Theatre Wing play, presented by Chicago 
Junior League players. 

Host was the Illinois Society for Mental Hygiene, 
123 West Madison Street. 

The National Association for Mental Health was 
formed by merger of the National Committee for 
Mental Hygiene, the National Mental Health Foun- 
dation, and the Psychiatric Foundation. The sec- 
ond step was to bring the many state and local 
mental health societies into organizational relation- 
ship with each other and the new national associ- 
ation. Objectives of the association and its af- 
filiates are: 

. Development of psychiatric services for all who 
need them at prices which they can afford to 
Pay. 

. Spreading knowledge own mental health so 
that every person may be better able to cope 
with his own needs and better able to discharge 
his obligations as a citizen. 

3. Recruitment and training of more and better 
personnel in the professions having to do with 

mental health and mental illness. 

4. Widening the area of knowledge by eid 
research into the causes and treatment of men- 
tal illness. 


— 


bo 


DEATHS 

Dr. Louts HerMANn B1ock, Chicago, who graduated 
at Loyola University School of Medicine in 1919, died 
Aug. 6, aged 59, of coronary insufficiency. 

Dr. Georce C. BuscH, Chicago, who graduated at 
Rush Medical College in 1899, died Aug. 13, aged 73, 
of cerebral hemorrhage, and carcinoma of the colon. 

Bert WILMER CALDWELL, Rockton, who graduated 
at Barnes Medical College in 1898, died July 26, aged 
76. He was a veteran of the Spanish-American War 
and World War I; for many years executive secretary 
of the American Hospital Association and from 1936 
to 1942 editor of its magazine HOSPITALS. 

Wa ter W. Coen, Chicago, who graduated at Chi- 
cago College of Medicine and Surgery in 1916, died 
November 5, aged 59, in Springfield while returning 


from a vacation. 


THomAs Levi Dacc, Chicago, who graduated at 
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University of Michigan Department of Medicine and 
Surgery in 1899; formerly on the staff of St. Luke’s 
Hospital; died Aug. 9, aged 8&3, of arteriosclerotic 
heart disease. 

Lourpes B. Gorpon, Oak Park, who graduated at 
St. Louis University School of Medicine in 1931, 
died Oct. 17, aged 46. He served in World War II 
in the navy as a commander. 

GEORGE DILLARD HARBER, 
at Emory University (Ga.) School of Medicine in 
1933, died Aug. 4, aged 54, of coronary thrombosis and 
hypertension. 

ANTHONY S. Ippotitro, Chicago, who graduated at 
Stritch School of Medicine of Loyola University in 
1943, died Nov. 13 in a train wreck near Evanston, 
Wyo. He was 34. 

Avex E. Lupwie, Chicago, who graduated at Chicago 
Homeopathic Medical College in 1901, died Aug. 17, 
aged 73, of pneumonia and arteriosclerosis. 

DONALD JOHN McGrew, Lake Forest, who graduated 
at Loyola University School of Medicine in 1932, died 
Aug. 8, aged 51, of carcinoma. He was past president 
of the Lake County Medical Society. 

Fusa T. NAKayA, Chicago, who graduated at the 
University of Illinois College of Medicine in 1917, died 
Oct. 21, aged 64. He practiced medicine for many years 


Chicago, who graduated 


in Los Angeles before returning to Chicago. 

NatHan G. Snort, retired, Chicago, who graduated 
at the Hahnemann Medical College and Hospital in 
1906, died recently, aged 81. He was a staff member 
of the Chicago Board of Health for more than 40 
years. 

PAUL R, SowbeN, Evanston, who graduated at The 
Chicago Medical School in 1932, died as the result of 
an automobile accident Oct. 22, aged 51. His offices 
were located in Markham. 

Joun L. Chicago, who graduated at North- 
western University Medical School in 1924, died Nov. 
14, aged 62, in Rochester, Minn. He had been a mem- 
ber of the Chicago Board of Health since 1910, and 
chief sanitary officer since 1948. 

RutuHerrorp Marcus WILLIAMs, Chicago, who grad- 
uated at Howard University College of Medicine, 
Washington, D. C., in 1918, died Aug 22, aged 74, of 


coronary heart disease. 


Ratpu H. Woops, retired, LaSalle, who graduated 
at the University of Illinois College of Medicine in 
1913, died Oct. 16, aged 75. He had practiced in the 
field of ophthalmology until his retirement in 1948. 


He was the author of a number of musical compo- 
sitions as well as medical articles. 


INJURY TO THE HEART 

Although severe wounds to the heart and ad- 
jacent great vessels usually result in death, there 
are possibilities for applying procedures which 
may be life-saving. In some cases conservative 
treatment may be effective. Severe contusion to 
the heart, when not complicated by pericardial 
effusion, may be treated by methods used for 
coronary occlusion. Pericardial aspiration may 
be used in treating penetrating wounds which 
cause tamponade—-silent heart, increased diam- 
eter of the cardiac roentgenologic shadow, in- 
creased venous pressure, and decreased arterial 
pressure. But if there is no clinical improve- 
ment despite such measures and the cardiac 
wound continues to bleed, thoracotomy is indi- 
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cated. The approach is through the left fourth 
interspace, with division of the fourth and fifth 
cartilages. When the 
opened, suction is applied to remove the blood 
while search is made for the wound. Moderate 
pressure with the index finger will usually con- 
trol the bleeding while the wound is closed with 
interrupted silk. A heavy silk suture passed 
through the apex of the heart may aid in steady- 
ing or displacing the heart so that suturing can 
be done more easily, but it must be remembered 
that such displacement can cause pronounced 
circulatory depression. Excerpt: The Surgical 
Treatment of Acquired Heart Disease, Frank: 
Gerbode, M.D., San Francisco, Calif. M., Sept. 


1951. 


costal pericardium is 


Wlinois Medical Journal 


For 


II 
te! 
Ce 
ev 
Br 
er 
Di 
by 
W 
ca: 
W 
ne: 
Th 
of 
By 
coc 
i Ste 
fac 
Th 
equ 
sec 
‘pre 

Wi 
firn 
sivi 
Illi 
me 
cal 
cal 
tific 
Ins 
Aus 
Nu 
Sta 
tine 
eral 
and 
Y 
evel 
scri 
cati 
JOl 
M 
M 
A 
Con 


lated 
al in 


nber 
n 40 


The 
It of 


fices 


orth- 
Nov. 
1em- 

and 


rad- 
cine, 


1, of 


ated 
e in 

the 
948. 


rnal 


“FOR THE COMMON GOOD” 


Health Talk on TV.—Since the last issue of the 
ILLINOIS MEDICAL JOURNAL, the following 
telecasts have been presented by the Educational 
Committee over WGN-TV, Channel 9, on Tuesday 
evenings at 7 p.m.: : 

Steven O. Schwartz, October 30, Bleeding and 
Bruising, with William W. Bolton acting as mod- 
erator. 

M. David Allweiss, November 6, The Story of 
Diabetes. Equipment for this telecast was provided 
by the Denoyer-Geppert Company. 

Louise Tavs, November 13, Cosmetics and You. 

Eugene A. Hamilton, November 20, Splint ’Em 
Where They Lie. 

Barium Demonstration Success on TV.—The tele- 
cast, “Physiology of Digestion’, presented over 
WGN-TV, October 9, showed clearly the effective- 
ness of fluoroscopic demonstrations by television. 
This was the first time that a fluoroscopic image 
of the action of barium in the alimentary canal was 
given to the public. Studio engineers and Mr. 
Byron S. Hess of Standard X-Ray Company again 
cooperated in putting on another “first.” The 
Standard X-Ray equipment has proved most satis- 
factory in projecting fluoroscopic demonstrations. 
The company is to be thanked for leaving their 


equipment in the studios of WGN-TV for two con- 


secutive weeks to televise two different types of 


‘programs, 


The successful production of Health Talk over 
WGN-TV can be attributed to a large extent to all 
firms and hospitals who have cooperated so exten- 
sively in assisting the Educational Committee of the 
Illinois State Medical Society by providing equip- 
ment. These firms include Bausch and Lomb Opti- 
cal Company; Clay-Adams Company, Inc. Surgi- 
cal Supplies; Camera Exchange; Precision Scien- 
tific; Ohio Chemical and Manufacturing; Cambridge 
Instrument; Sanborn Company; Picker X-Ray; 
Audio Development Company; Central Scientific; 
Nuclear Instrument and Chemical; Zimmer Splint; 
Standard X-Ray; William Ballert and Company: 
V. Mueller and Company Surgical Supplies; Con- 
tinental Scale; Sportsman Club of America; Gen- 
eral Electric X-Ray; Denoyer-Geppert Company 
and Abbott Laboratories. 

Your Doctor Speaks Over WFJL, Thursday 
evenings at 7:30 p.m., carried the following tran- 
scribed broadcasts under the auspices of the Edu- 
cational Committee since the last issue of the 
JOURNAL: 

Michael H. Streicher, November 1, Colitis. 

Matthew Block, November 8, Your Blood. 

Stanley Fahlstrom, November 15, Arthritis. 

Arno Leshin, November 22, Plastic Surgery. 


Lectures Arranged Through the Educational 


Committee: 
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Ben Z. Rappaport, Chicago, November 5, Jewish 
People’s Institute, Allergies. 

Fred Robbins, Chicago, November 12, Young 
Women’s Christian Association, Mental Health. 

Louis R. Limarzi, Chicago, November 12, Jewish 
People’s Institute, The Story of Blood. 

Eugene F. Lutterbeck, Chicago, November 19, 
Jewish People’s Institute, Basic Principles of Radia- 
tion Therapy. 

Irwin R. Callen, Chicago, November 26, Jewish 
People’s Institute, Heart Disease in the Aged. 

Samuel M. Bluefarb, Chicago, December 3, Jew- 
ish People’s Institute, Care of the Skin. 

G, J. Kidera, Berwyn, December 4, Morton High 
School, Medicine As a Career. 

Irving E. Steck, Chicago, December 10, Jewish 
People’s Institute, What You Should Know About 
Arthritis. 

Eugene A. Hamilton, Chicago, December 17, 
Jewish People’s Institute, Fractures of the Hip 
and the Painful Back. ; 

Lectures Arranged Through the Scientific Service 
Committee: 

Theodore J. Wachowski, Chicago, November 15, 
Knox County Medical Society, in Galesburg, The 
Basis of Modern Atomic Therapy, illustrated. 

Abraham F. Lash, Chicago, November 15, White- 
side-Lee County Medical Societies, Rock Falls, 
Surgical Geriatric Gynecology, illustrated. 

Hugo O. Deuss, Chicago, November 27, De Kalb 
County Medical Society, in Sycamore, Unusual 
Diagnostic Chest Problems. 

George M. Cummins, Chicago, November 29, 
Henry County Medical Society, in Kewanee, Some 
Cardiovascular Aspects of the Aging. 

Fletcher Austin, Chicago, December 18, De Kalb 
County Medical Society, in De Kalb, The Patient 
With Vertigo. 

Walter S. Priest, Chicago, December 19, Du 
Page County Medical Society, Elmhurst, Use of 
the Resins in Cardiac Disease, illustrated. 

Charles N. Pease, Chicago, December 20, White- 
side-Lee County Medical Societies, Morrison, 
Fractures of the Long Bones, illustrated. 

Edward D. Allen, Chicago, December 20, Stock 
Yards Branch, Chicago Medical Society, Evangeli- 
cal Hospital, Chicago, Irregular Vaginal Bleeding 
at All Ages, illustrated. 

Postgraduate Conference in Mount Vernon.— 
A Postgraduate Conference arranged by the Post- 
graduate Education Committee of the Illinois State 
Medical Society, in cooperation with the University 
of Chicago School of Medicine, was held Thursday, 
December 6, in Mount Vernon, with the Jefferson- 
Hamilton County Medical Society acting as host to 
a complimentary luncheon at the Emmerson Hotel. 
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The participating physicians, all of Chicago, on the 
afternoon program which was held at the Mount 
Vernon Tuberculosis Sanitarium, included George 
A. Hellmuth, Chairman, Postgraduate Education 
Committee, presiding; George V. LeRoy, associate 
dean, Problems in Diagnosis of Coronary Disease, 
illustrated; Wright Adams, professor and chairman 
of the department of medicine, Treatment of Con- 
gestive Heart Disease, illustrated; Walter L. Palm- 
er, professor of medicine, Management of Peptic 
Ulcer, illustrated; Mila Pierce, associate professor 
of pediatrics, Treatment of Anemia in Children, il- 
lustrated; M. Edward Davis, professor of obstetrics 
and gynecology, Management of the Placental Stage 
and Postpartum Hemorrhage, illustrated; H. Close 


Hesseltine, professor of obstetrics and gynecology, 
Common Gynecological Problems, illustrated; Ste- 
phen Rothman, professor of dermatology, Neuro- 
Dermatitis or Atopic Eczema, illustrated; and 
Henry T. Ricketts, professor of medicine, Diabetes 
Mellitus, illustrated. 

A question and answer period concluded the 
afternoon session. Burtis E. Montgomery, Harris- 
burg, Councilor of the Ninth District of the Illinois 
State Medical Society, presided at the evening ses- 
sion. Following the dinner, Dr. Montgomery dis- 


cussed Inside the Medical Story; and Lowell T. 
Coggeshall, dean, division of biological sciences, the 
evening speaker, presented Military Medical Prob- 
lems in Korea. 


THE FIRST ELECTROCUTION 
. . . The year before I resigned marked the 


first electrocution in the jail, and may I observe 
that hanging appears to me to be much more 
humane than electrocution. During a hanging 
there is motion from the beginning of the march 
to the end, and therefore, occupation all the time. 
The walk to the scaffold accompanied by the 
hymns or the prayers of the clergyman, the quick 
walk up the steps of the scaffold, the immediate 
adjustment of the rope, and the signal for the 
trap to be sprung seem to be all one action and 
take little time. The fall through the trap and 
the sudden tightening of the rope must bring 
about immediate unconsciousness, even if the 
neck is not broken. About 30 minutes pass after 
a hanging before the pulse is imperceptible. The 
electrocution, however, was horrible in compari- 
son to this. The prisoner was led to the chair 
handcuffed, his elbows to the rear, and a stick 
placed across his back and protruding from the 
hollow of each elbow. Arriving at the chair, this 
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paraphernalia was removed by guards and theC., Aug. 1951. 


prisoner was seated. About 5 minutes were 
required to adjust the straps and the headgear. 
During this time the hands were opening and 
shutting and trembling in nervous anticipation. 
Finally the juice was turned on. The body’s 
muscles contracted and strained on the straps 
which bound his hands and his feet. He seemed 
about to break the straps and to stand up. After 
30 seconds the juice was turned off and I ap- 
proached the chair, stood on the rubber mat in 
front of it and applied my stethoscope. The 
heart was beating strong and regularly. I stood 
away, and another dose of electricity was ad- 
ministered—another examination—same result. 
A third electrical current was passed through 
the body and smoke and the odor of scorched 
flesh came from the condemned man’s helmet. 
His heart was examined again and it had ceased 
to beat. He was dead. Excerpt: Recollections 
of Old Gallinger Hospital, James A. Gannon, 
M.D. Washington, Medical Annals of the D. of 
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Weight Gain 


1-5 LB. 
PER 


STENEDIOL 
THERAPY 


building body tissue 


with minimal virilization 


Stenediol, a new steroid possessing the 
anabolic actions of testosterone without the 
marked virilizing effect of the male hormone, 
is available for the treatment of your patients 
whose many complaints, varying from an 
inability to gain weight to a general lack of 
energy, stem from a deficiency in building tissue 
—patients whose disturbances have not 
responded to dietary or other specific therapy. 
You will find that with Stenediol (methyl 
androstenediol) these patients will experience _ 
a feeling of fitness—a sense of well-being—in 
addition to obtaining the needed gain in weight. 
You can usually provide this desired effect 

with only 25 mg of Stenediol two to five times 

a week by oral, buccal, or intramuscular 
administration. Stenediol is available for 
injection in 10-ce vials containing 25 mg of 
methyl androstenediol per cc, and in scored 
10-mg and 25-mg buccal and oral tablets. 


Organon Inc. ORANGE, N. J. 


STENEDIOL 
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PRESENT AND FUTURE PLANS FOR THE 

REHABILITATION OF PATIENTS IN 

GENERAL HOSPITALS—li 

Nila Kirlpatrick Covalt, M.D., Rocky Hill, Conn. In 
THE MODERN HOSPITAL, 76:5:96, May 1951. 


Physical medicine basically comprises the two 
divisions of occupational therapy and physical 
therapy. ‘The minimum equipment and space 
for physical therapy in any hospital containing 
up to 300 beds is eight treatment tables in 8 by 
8 foot cubicles. Ideally, there should be treat- 
ment rooms with a large adjoining gymnasium. 

A gymnasium is more important at the start 
of a program than is the treatment room con- 
taining treatment tables and the various modali- 
ties used in physical medicine, particularly when 
no physiatrist is available. Many exercises are 
best given on mats, where patients can do more 
exercises with a more nearly complete range of 
motion and without the fear of falling which 
they have on a table. Progressive exercises such 
ax crawling or short crutch walking, can be done 
only on mats. 

Functional training in “Activities of Daily 
Living,” walking retraining, and crutch walking 
are based upon a sound knowledge of kinesiology. 
This knowledge of muscle action is the basic 
knowledge for physical therapists particularly, 
and to only a slightly lesser extent for oceupa- 
tional therapists. Because of this specialized 
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training, it is easier for therapists to retrain 
patients than it is for individuals without such 
knowledge to do the training. However, these 
procedures are not so specific as definitive muscle 
reeducation and proper choice of many thera- 
peutic exercises which therapists must do. Hence, 
a physical therapist can teach the principles of 
crutch walking and functional training to any 
interested nurse, other hospital personnel, or to 
relatives. Therapists can also give instruction 
in correct bed positioning. Lantern slides and 
movies are available on loan from various sources 
which show some of the technics. 

If it is impossible for a hospital to hire a 
qualified physical therapist, there are therapists 
probably available in most states who can be 
called in as consultants to help train the hospital 
personnel. Sometimes therapists are employed 
in various sections of state departments of health 
and the state would be willing to loan them. 

If it is impossible to complete all training in 
self-care activities without the use of braces, then 
they too should be provided. Early braeing and 
attention to the details of bracing are important 
aspects of rehabilitation and are the physician’ 
problems. ‘Training in their use (including put- 
ting the braces on and taking them off) are thera- 
pists’ and nurses’ problems. Walking reeducation 
with prostheses is the therapists’ problem. 

(Continued on page 46) 
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...and the result is” 


PROMPT, 
COMPLETE 
COUGH RELIEF 


Mercodol with Decapryn provides: 


.- A selective cough:controlling narcotic! 
that stops wratking cough promptly, but does not 
interfere with the cough reflex your patients need 
to keep passages clear. 


.. An effective bronchodilator? to relax plugged bronchioles. 


aed An expectorant? to liquefy secretions. 


‘ vA long-lasting, low-dosage antihistamine‘ for the cough 
~ with a specific allergic basis. 


.. And the result is prompt, complete cough relief. 


MERCODOL wis, DECAPRYN 


(an exempt narcotic) 


Each 30 cc. contains— 
Merrell 1. Mecodinone ® 100 me. 
2. Nethamine ® 0.1 Gm. 
1828 3. Sodium citrate 1.2 Gm. 
4. Decapryn Succinate 36.0 mg. 
New York « CINCINNATI e Toronto . Trade-mark ‘‘Decapryn”’ 
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Physical Medicine (Continued) 


THE ORTHOPEDIC MANAGEMENT OF 
ARTHRITIS 
Paul C. Colonna, M.D., Philadelphia, Pa. IN THE 

PENNSYLVANIA MEDICAL JOURNAL, 54:5:- 

443, May 1951. 

In the early stage of arthritis many of the 
joint deformities can be obviated by careful at- 
tention to the sleeping position of the patient, 
by the use of fracture boards under the mattress, 
and by stressing better body balance in walking. 
Simply the weight of the bedclothes is a factor 
in producing an equinus or drooping of the foot 
in those patients recumbent much of the time. 
Allowing the patient to relax in bed in a semi- 
Fowler position may give rise to hip and knee 
contractures as well as deformities of the spine. 
If simple conservative measures are neglected in 
the early phase, very resistant deformities may 
be developed later. Measures directed toward 
betier body posture and improvement of local 
circulation in the impaired joint by the various 
modalities of physical medicine, stressing the 
loss of excess body weight and the restriction to 
weight-bearing when the arthritis involves the 
lower extremities, are all-important. Non- 
weight-bearing exercises such as swimming and 
exercises under the control of the physical thera- 
pist can usually be recommended. Splints and 
braces all have their place in the conservative 
management. 

Fatigue, exposure to damp atmospheric condi- 
tions, mental worry, and emotional strain of one 
sort or another can definitely aggravate the pic- 
ture, and in the rehabilitation of these patients 
many factors on a psychosomatic’ basis must be 
considered. Rehabilitation always is a slow 
process and the aim in these patients rarely can 
be to cure the patient, for in most of them cer- 
tain irreparable damage has been done to the 
affected joint or joints. However, the patient 
can be made more comfortable and able to return 
to a gainful occupation. 


THE PAINFUL BACK 

A. W. Bagnall, B.A., M.D., M.R.C.P. (Lond.), 
F.R.C.P. (C.), Vancouver, B. C. In THE CANA- 
DIAN MEDICAL ASSOCIATION JOURNAL, 
64:2:107, February 1951. 
In most patients with painful backs, psycho- 

therapy must be more practical than intellectual. 
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They get better by feeling better. Non-narcotic 
anodynes and mild sedation provide the medici- 
nal background but the really important measures 
are physical therapy and life adjustment. X-ray 
therapy occasionally is effective after the fashion 
of a long-lasting anodyne—not for any curative 
effect on the cause. 

Physical therapy is directed to exercises de- 
signed to build up the spinal musculature to pro- 
tect against the ordinary jars of everyday life and 
to maintain a useful range of motion. Erector 
spinae muscle weakness is a common cause of 
back pain and, in itself, produces a feeling of 
physical inferiority contributing its full share to 
the symptom complex. With the cooperation of 
the patient, simple non-weight-bearing exercises 
taught by a skilled physical therapist can do 
wonders to bolster flagging morale and adapt the 
afflicted person to resume a gainful occupation. 

Reasons have been given why the clinical and 
therapeutic approach to the patient with a pain- 
ful back must be “total” to be successful. An 
attempt has been made in this discussion to out- 
line some of the mechanisms by which back pain 
is produced as a result of the strains of living 
in this highspeed world of today. Two of these 
pain-producing mechanisms, overactivity of the 
sympathetic nervous system, and imbalanced 
function of the pituitary-adrenocortical axis are 
discussed in more detail. 


HEAVY-RESISTANCE EXERCISES: 

THE ‘‘OXFORD TECHNIQUE”’ 

A. N. Zinovieff, D. Phys. Med. In THE BRITISH 
JOURNAL OF PHYSICAL MEDICINE, 14:6: 
129, June 1951. 

De Lorme described a system of “heavy resist- 
ance — low repetition exercises” to build up 
power and volume in various muscles, but with 
particular reference to the quadriceps, as opposed 
to “low resistance — high repetition exercises” to 
develop endurance. De Lorme’s method was 
given a trial at the Department of Rehabilitation 
and Physiotherapy, United Oxford Hospitals, 
but consistent difficulties were encountered. At 
each session of exercise, while building up to 
the 10 R. M., the quadriceps became so fatigued 
that the last quarter of the session became very 
exhausting to the patient. In addition, the 
quality of performance fell off to such an extent 
that full active extension of the knee was by 


(Continued on page 48) 
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In Coronary Atherosclerosis... 
Morbidity and Mortality 
can be reduced with 


SOLUTION 


CHOLINE AND INOSITOL 


Ina report of a three year study of 115 cases of coronary 
atherosclerosis, a marked reduction in mortality was 
noted after prolonged lipotropic therapy as compared to 
the mortality among an equal number of untreated con- 
trols.! The efficacy of lipotropic agents in the treatment 
of coronary atheromatosis may be due to their ability to 
reduce the serum levels of cholesterol and other lipids 
which are considered to be of etiologic importance in 


atherosclerosis. 


@ A Synergistic Combination 


Both choline and inositol, as provided by Solution 
Sirnositol, are synthesized into the phospholipid complex 
—choline into lecithin and inositol into other liver phos- | 
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pholipids. The role of choline and inositol in the mainte- 
nance of phospholipid levels has a stabilizing and dis- 
persing effect on the esterified cholesterol fraction in 
plasma.* A natural synergism enhances the lipotropic 
effect of choline and inositol administered in combina- 
tion, thereby also enhancing the therapeutic results.‘ 


® High Dosage 


Satisfactory therapeutic response occurs only with an 
adequately high dosage of choline and inositol. Solution 
Sirnositol provides an aqueous, sugar-free, highly palat- 
able and potent means of lipotropic therapy. The daily 


dose of three tablespoonfuls provides: 


Choline gluconate............ 22.23 Gm. 


Available in 16 oz. bottles, on prescription only. 


A Division of COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd St., New York 17,N.Y. 
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by heated stylus on plastic coated paper. 
Operation is simplified; only two major controls 
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trouble-free performance. It was the first ecg 
accepted by the A.M. A. Council on Physical 
Medicine and Rehabilitation. 


SALES SANBORN COMPANY Branch Office 
AND 122 S. Michigan Ave., Chicago 3, Ill. 
SERVICE Phone Wabash 2-0665 
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Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Hichory Hill 
Maple Hill P. alaline 


Charming, healthful rural Sila conveniently 
situated, 24 hour care by trained nurses and order- 
lies, tempting food and supervised diets all con- 
tribute to your patient's well- being or recovery. 
18 years of experience. 
ONE rate covers EVERYTHING. There 
are NO extras. 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, Ill., or Phone 4661 


@ 
H. J. Carr, M.D., Staff Physician. 
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then rarely possible, thus detracting from the 
value of the session and preventing the perfor- 
mance of the exact technic. 

The Oxford Technic.—The principle of “heavy 
resistance — low repetition” seemed to have so 
much to recommend it that it was considered 
that it should be retained. However, after some 
consideration, it was decided to reverse the pro- 
cedure, in order to make it a more physiological 
method of exercise and yet retain this principle. 
In other words, after a brief period of warming 
up the muscle by quadriceps drill and anti-gravi- 
ty contractions, the exercise period was begun 
with the 10 R.M., and then the weight was re- 
duced at the end of each group of 10 lifts, 100 
lifts constituting a session. In this way it was 
believed that the fall in resistance could be made 
to approximate to the fatigue in the muscle, and 
yet, in each group of 10 lifts, the muscle would 
be exercised to its maximum of capacity. Ob- 
viously, there are many practical difficulties in 
estimating the rate of fatigue in different indi- 
viduals, and thus assessing the amount of weight 
that should, theoretically, be discarded after each 
group of lifts. It was found after trial, however, 
that for the quadriceps a reduction of one pound 
after each group of lifts was a satisfactory aver- 
age, and this was adopted. 

In order to maintain rapid progression, the 
patient attempted to increase his 10 R.M. by one 
pound each day, and if he was successful the new 
10 R.M. was used as the starting point for the 
next day’s exercise session. If not, no further 
increase was attempted on successive days until 
this figure had been achieved. When the 10 
R.M. was less than 10 pounds, a proportion of 
20 repetitions was included, so as to maintain 
the lowest weight used as that of the limb plus 
the weight-holder (4 pounds). 

In 55 consecutive out-patient cases with 
wasted and weak quadriceps muscles, careful 
records were kept to observe the efficacy of this 
technic in developing power and volume. Par- 
ticular attention was paid to complaints of pain 
on doing these exercises and to the state of effu- 
sion, if any. These patients had no other physi- 
cal therapy than the once-daily session of heavy- 
resistance exercises 5 days a week. They repre- 


(Continued on page 52) 
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Terramycin-treated, are characterized 

he by the same promptness noted in primary 

oe atypical and lobar pneumonia. In ‘ 

“al a series of 31 cases there was “a good 

he response in all cases, as manifested by 

- the fall of temperature to normal in 24 to 

il 48 hours, and by the improved clinical - 

appearance of the patient.” Follow-up x-rays 

made in 10 to 14 days “were completely 

negative or showed marked improvement.” 


Potterfield, T. G., and Starkweather, G.A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951. 


ul CRYSTALLINE TERRAMYCIN HYDROCHLORIDE 


Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 
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Physical Medicine (Continued) 
sented a cross-section of the average type of cases 
that are treated by the accident service of a big 


general hospital. Included were cases of trau- 
matic synovitis and rotation strain of the knee, 
ligament and cartilage tears of the knee, post- 
meniscectomies, fractured femora, fractured tib- 
iae, and so forth. The series was not considered 
to be large enough for details case analysis. 

lxercises, carried out in the fashion described, 
resulted in an average volume increase of 34 inch 
every two and one-half weeks. The 10 R.M. in- 
creased at just over one pound a day (7 pounds 
in 5 days), and the absolute power (measured 
by a single spring lift) increased by 10 pounds 
a week. An average of just over 2 weeks’ treat- 
ment was required before discharge with normal 
or nearly normal power (within 10 pounds S.S.L. 
of normal quadriceps). 

The “Oxford Technic”, while retaining the 
principle of heavy resistance — low repetition, 
yet allows a longer period of daily exercise, with 


less strain on the patient or on the patient’s knee. 


For out-patients who are working, it provides a 
method of developing volume and power in 
wasted and weak muscles, which takes only about 
half an hour 5 days a week. If the oriteria for se- 
lection of cases are strictly adhered to, neither 
difficulties nor complications are experienced. 
It is important to note, however, that attention 
to detail in performing the exercises is very im- 
portant in obtaining the best results, and that 
the daily session must be supervised by a physical 
therapist or remedial gymnast. As with de 
Lorme’s technic, it has been successfully adopted 
for use in muscles other than the quadriceps. 


THROMBOPHLEBITIS 


Jack Rush, Et: Gol, M:C., and James. 


Forsee, Col., M.C., U.S.A. In UNITED STATES 


ARMED FORCES MEDICAL JOURNAL, 2:8: 
1169, August 1951. 


Ninety-nine patients with acute thrombophle- 


bitis occurring in 42,939 admissions were treated 
with anticoagulants between January 1, 1947, 
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THE E. L. PATCH COMPANY « Stoneham, Mass. 


Glytheonate (PatcH) 
has the advantage of being more 
stable in air and less irritating to 


the gastric mucosa and “is thus 


tolerated in larger oral doses than 


are possible with other theophylline 


preparations, and it can be admin- 
istered by mouth in liquid form 


as well as in tablets not enteric 


coated.”* 


Glytheonate (PATCH) 

e@ relaxes the bronchioles and 
relieves bronchial spasm. 

@ acts as diuretic in congestive 
heart failure. 

@ stimulates the psychic areas and 


respiratory, vasomotor and 
vagus centers. 


@ stimulates the myocardium. 


of 


SUPPOSITORIES GLYTHEONATE: 0.78 Gm. 
SYRUP GLYTHEONATE: 


473 cc. and 3.78 liter bottles. A syrup 
containing 65 mg. of theophylline- 


ye sodium glycinate in each cc. 
TABLETS GLYTHEONATE: 0.324 Gm. 


*Council on Pharmacy & Chemistry: New 
and Nonofficial Remedies, 1950, Philadel- 
phia, J. B. Lippincott Company, 1950, p. 285. 
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a new Picker technical publication 


“HEART SIZE 
MEASUREMENTS 
IN CHILDREN” 


In this new Picker publication Dr. 
Esguerra Gomez* extends the roentgeno- 
graphic method of heart size prediction 
to include children. It is based on studies 
which have established a constant rela- 
tionship between the heart diameters and 
the anthropometric index not only in 
adults, but in children as well. Nomo- 
grams and prediction tables, giving 
percentage deviations, eliminate the need for laborious calculations, 

Dr. Gomez’s work complements two earlier Picker technical texts — Heart Size 
Measurements, and Roentgenology of the Heart prepared by the Medical Department of 
the Equitable Life Assurance Society of the United States. Copies of any or all of them are 


available on request from the Picker X-Ray Corporation, as a complimentary service. 


*Dr. Gonzdlo Esguerra Gomez 
Clinica de Marly 


Bogotd, Colombia, S. A. 
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 ROENTGENOLOG) 3 


of the HEART 


PICKER KAY CORPOR 


A comprehensive discussion embracing 


Nomograms for area and transverse diam- q 
eter of frontal heart silhouette, with grams, and Gives 
interpretive key. Tables for theoretical criteria for enlargement of cardiac cham- 
transverse diameters for various heights bers, and their significance in Heart 
and weights, with chart for determining Disease. With bibliography of 


percentage deviations from average, Roentgenology. PICKER X-RAY JCORPORATION 
25 South Broadway,] White Plains, N. Y. 
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DENTISTS 


ALL ALL 


$5,000.00 accidental death $8.00 
$25 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death 16.00 
$50 weekly indemnity, accident and sickness Quarterly 


$15,000.00 accidental death $24.00 
$75 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 


$100 weekly indemnity, accident and sickness Quarterly 
ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 
Cost has never exceeded amounts shown. 


85¢ out of each $1.00 gross income used for 
members’ benefit 


$4,000,000.00 $17,000,000.00 


INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 

Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Building — OMAHA 2, NEBRASKA 


> OFESSIONAL PROTECTIO 
EXCLUSIVELY 
SINCE 1899 


specialized service 
assures"“know-how’’ 


CHICAGO Office: 
ms a E. M. Breier and 
louston, Re 
Marshal Field Annex ing, 
Telephone State 2- 


SPRINGFIELD 
A. Seeman, Representative, 
phone Rochester 5611 


Physical Medicine (Continued) 


and December 31, 1949. The results were satis- 
factory in 97 patients; 2 required inferior ver 
cava or right common iliac vein ligation to pre- 
vent further pulmonary emboli. One 74-year-old 
patient died of pulmonary emboli, suddenly and 
without having received anticoagulant therapy 
following appendectomy. Penicillin is used in 
the presence of cellulitis. Lumbar sympathetic 
nerve block has been especially beneficial in re- 
lieving arteriospasm. Short wave diathermy is 
of value in treating the postphlebitis fibrositis. 
The occurrence of pulmonary emboli can be 
minimized by meticulous pre- and postoperative 
care. Patients with pulmonary emboli require 
immediate therapy. Postphlebitic venostasis has 
been treated with good symptomatic results by 
superficial femoral vein ligation combined when 
indicated with lumbar sympathectomy. 


IMMEDIATE TREATMENT OF 
HAND INJURIES 
Sumner L. Koch, M.D., Chicago, Ill. In THE PENN- 

SYLVANIA MEDICAL JOURNAL, 54:8:721, 

August 1951. 

The principles of the immediate treatment of 
injuries of the hand are identical with those of 
compound injuries elsewhere, and it is those 
principles which are stressed rather than specific 
details. They are stated very briefly as follows, 
and then Doctor Koch gives a brief elaboration 
on each principle. 

1. Protect the open wound from infection. 

2. Stop bleeding. 

3. Determine the extent of injury. 

4, Transform the contaminated wound into a 
clean wound. 

5. If the latter can be accomplished, bring 
fractured bone fragments into position, repair 
the injured structures, and close the wound. 

6. If one is uncertain as to the cleanliness of 
the wound, reduce fractured bone fragments but 
leave injured tendons and nerves undisturbed, 
and either leave the wound open or bring wound 
edges together without tension. 

%. Cover the entire injured area with a large 
compression dressing. 

8. Apply a splint to keep the part-at rest. 

A few words should be added concerning the 
later treatment of injuries of the hand, after 
wound healing is complete. If further surgical 


, (Continued on page 56) 
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Central X-Ray & Clinical 


Laboratory 
F, F. Schwartz M.D. 
Director 
COMPLETE MEDICAL X-RAYS & 
LABORATORY SERVICE, INCLUDING: 

Electroencephalograms 
Gastroscopic Examinations 
Retrograde Pyelograms 


111 NO. WABASH AVENUE 
PHONE DEarborn 2-6960 


BELLEVUE PLACE 


For 
NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS BATAVIA 1520 


Distributors to the profession 
of fine 


Injectable Vitamins and Endocrines 


Interstate Pharmacal Company 


P. O. Box 252 Beloit, Wis. 
MAIL ORDERS SHIPPED IMMEDIATELY 


COSTEFF SANITARIUM 
Mental and Nervous Disorders 
Alcoholism .and Drug Addiction 
® SHOCK TREATMENT (Insulin, Metrazol 
Electro-shock) administered in suitable 
cases 
® ARTIFICIAL FEVER THERAPY 
Home like environment, individual 
attention. MODERATE RATES. 
Licensed by the State of Illinois 
HARRY COSTEFF, M. D., Medical Director 
1109 NO. MADISON AVE., PEORIA, ILL. 
Phone 4-0156 Literature on request. 
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treatment is indicated, it should be delayed until 
inflammatory reaction and deep induration about 
the site of injury have subsided. If infection 
develops after the original injury, bacteria will 
remain viable in the deeper tissues for a number 
of weeks after wound healing is complete. In- 
flammatory reaction persists still longer and 
makes exposure and mobilization of injured 
structures tedious and difficult. The best results 
will be secured if secondary operations are de- 
layed until tissues are as nearly normal as pos- 
sible. 


During the waiting period much can be ac- 
complished by simple physical therapy. One of 
the most helpful procedures available is to have 
the patient soak the injured hand for 15 or 20 
minutes at least twice daily in warm soapy water, 
massaging it gently with a soft washcloth during 
the period of soaking, and to have him move the 
fingers through as wide a range of movement as 
possible without producing swelling and pain. 
To stimulate circulation and so improve the nu- 
trition of the tissues, and to maintain flexibility 
and increase the range of movement at the small 
joints of the hand are objectives that should be 
constantly kept in mind as one awaits the most 
favorable moment for secondary operation. 


TREATMENT OF ACNE 
Leon Goldman, Cincinnati, O. In POSTGRADUATE 

MEDICINE, 9 :6:526, June 1951. 

Local cleansing and drying measures are con- 
tinued now in a more regular fashion. The older 
individual has the responsibility of carrying out 
these directions by himself or herself. Regular 
daily ultraviolet therapy may be had at home. 
This should be supervised by the parent until the 
youth gets old enough to do it himself. Ultra- 
violet therapy should be in doses of suberythema 
and should be discontinued in the presence of 
irritation. Efforts should be made to prevent the 
child from going to sleep under the ultraviolet 
lamp. In the seborrheie patient, therapy with 
ultraviolet has a good effect. X-ray therapy is 


reserved for the older youth, for the nodulocystic 
phases; this form of treatment should be given 
only by the experienced specialist, and then only 
as part of a planned regimen, not as the sole 
therapeutic measure. 
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Porhatt of a former “coughing” 
after his physician prescribed the highly palatable, non-narcotic 
Robitussin: distinguished by its intense and prolonged 
action in increasing respiratory tract fluid, and by 
its ability to improve mood. 


(Glyceryl guaiacolate 100 mg., and 
hydrochloride 1 mg., in each 5 cc.) 


is a product of A H. ROBINS CO., INC. 
RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
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DISCOURAGE THUMB SUCKING 


Order from your supply house or pharmacist 


CHANGE OF ADDRESS 


Send changes of address with old ad- 
dress label to Illinois Medical Journal, 
30 N. Michigan Ave., Chicago 2, Ill. 
Changes received after the first of the 
month will not be made until the fol- 
lowing month. 
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A Textsook or MEpIcINE. Edited by E. Noble Cham- 
berlain, M.D., M.Sc., F.R.C.P., Senior Lecturer in 
Medicine, University of Liverpool; Senior Physician, 
Royal Southern Hospital, Liverpool; Physician in 
Charge, Medical Unit, Sefton General Hospital, 
Liverpool. Baltimore: THE WILLIAMS AND 
WILKINS COMPANY, 1951. Ist Edition, 962 
Pages. Price $10.00. 


This is a textbook of medicine designed for British 
medical students. There are 17 medical consultants 
recruited primarily from Liverpool and London Hos- 
pitals, 

The book is divided into 14 chapters based, as far as 
practical upon etiology. 

Because of the primary purpose of this book; name- 
ly, the education of the British medical student, it 
naturally will find only a limited audience in this 


country. 


THE PHARMACOLOGIC PRINCIPLES OF MEDICAL PRAC- 
TicE, By John C. Krantz, Jr. Professor of Pharma- 
cology, School of Medicine, University of Maryland; 
Secretary of the General Committee of Revision of 
the United States Pharmacopeia 1940-50 and C. 
Jelleff Carr, Associate Professor of Pharmacology, 
School of Medicine, University of Maryland; Aux- 
iliary Member of the Revision Committee of the 
United States Pharmacopeia 1940-50. Second Edi- 
tion. Baltimore: THE WILLIAMS & WILKINS 
COMPANY, 1951. Price $10.00. 


As stated in the preface, “The central purpose of 
the second edition of this treatise is identical with the 
first edition, namely, to present the pharmacodynamic 
and pharmacotherapeutic actions of drugs as they are 
used in the treatment and cure of disease”. 

The organization of the text is very similar to the 


BOOK REVIEWS 


Ist edition. Revisions have been made to keep abreast 
of the many advances made in pharmacology. The 
chapter on antibiotics includes all of the latest develop- 
ments grouped under this heading. 

The chapters on “The Chemotherapy. of Tubercu- 
losis” and the “The Chemotherapy of Rickettsial Dis- 
eases” are new. There is a chapter dealing with Anti- 
motion, Sickness Drugs and one on the Adrenal Corti- 


cotropic Hormone and Cortisone. 


Recent ADVANCES IN Nutrition, Paul R. Cannon, 
Ph.D., M.D., Chairman of the Department of Path- 
ology, University of Chicago. In Collaboration 
with Earl P. Benditt, M.D.; Laurence E. Frazier, 
M.A.; Eleanor M. Humphreys, M.D.; Harold C. 
Steffee, M.D., Ph.D.; Robert W. Wissler, M.D., 
Ph.D.; Robert Woolridge, M.A. 74 pages, 23 
graphs. University of Kansas Press, Price $2. 
This excellent book deals primarily with protein 

and its metabolism in a manner understandable not 

only to physiological chemists but to physicians, nutri- 
tionists, and laymen interested in this subject. 

Some of the most important facts disclosed by this 
review of recent research: 

1. That there are eight known Amino Acids necessary 
in human diet to maintain weight and nitrogen bal- 
ance, and at least nine essential to most experimental 
animals. 

2. That those essential Amino Acids are not stored in 
the human or animal bodies as are fats and carbo- 
hydrates, therefore, an adequate supply must be in- 
gested daily. 

3. That the eight Amino Acids essential to man must 
be ingested daily in the proper relative proportions 
since feeding of the daily total requirements sup- 


(Continued on page 62) 
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does fear of sensitization — 


or resistant organisms 3 make you hesitate to use 


#  anantibiotic nose drop? 


With Drilitol* there is no danger from sensitization or resistant organisms. 


NV. P. Drilitol’s two antibiotics, anti-gram negative polymyxin and anti-gram posi- 
tive gramicidin, though highly effective locally, are virtually never used 
nnon, systemically. Thus, there is no danger of sensitizing the patient to—nor of 

developing in him organisms resistant to—the common antibiotics that may - 


ration 
azier, be needed for systemic use in serious infections. 


DRILITOL 


anti-bacterial, anti-allergic, decongestive 


ssary 


bal- 

ental Smith, Kline & French Laboratories, Philadelphia 

d in *T.M. Reg. U.S. Pat. Off. 

pe Formula: Contains thenylpyramine hydrochloride, 0.2%; gramicidin, 0.005 %; polymyxin B sulfate, 
500 U/cc.; ‘Paredrine’* Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1%. Pre- 

— served with thimerosal, 1:100,000. Dosage: Adults: 1 dropperful in each nostril, 4 or 5 times a day. 

ais Children: 4 the adult dosage. Supplied: In }4 fl. oz. bottles with special dosage-adjusted dropper. 
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MERCUROCHROME 


(H. W. & D, Brand of merbromin, 


Extensive use of the Surgical 
Solution of Mercurochrome 
has demonstrated its value io 
preoperative skin disinfection, 
Among the many advantages 
of this solution are: 

Solvents which permit the 
antiseptic to reach bacteria pro- 
tected by fatty secretions or 
epithelial debris. 

Clear definition of treated 
areas. Rapid drying. 

Ease and economy of prepar- 
ing stock solutions. 

Solutions keep indefinitely. 

The Surgical Solution may 
be prepared in the hospital or 
purchased ready to use. 

Mercurochrome is also sup- 
plied in Aqueous Solution, 
Powder and Tablets. 


HYNSON, WESTCOTT 
& DUNNING, INC. 
Baltimore 1, Maryland 


BOOK REVIEWS (Continued) 
plied at different times of the day results in weight 
loss and disturbance in nitrogen balance. 

4. That some energy producing foods, i.e, carbohy- 
drates or fats, must be fed with these Amino Acids 
to prevent the conversion of a great part of these 
Amino Acids to glucose instead of being utilized in 
their original form. 

. That the best proportion of Amino Acids for human 
and animal substances are derived from muscle and 
protein in milk. 

6. That the proportion of these Amino Acids necessary 
to humans and animal nutrition may be greatly dis- 
turbed by the processing methods used at the present 
time. 

Porter Lectures, Series 14. 


cn 


ESsENTIALS OF ORTHOPAEDICS. By Philip Wiles, M.S. 
(Lond.), F.R.C.S. (Eng.), F.A.C.S. Hon. Ortho- 
paedic Surgeon, Middlesex Hospital and King Ed- 
ward Memorial Hospital Consulting Orthopaedic 
Surgeon, Royal Surrey County Hospital. THE 
BLAKISTON COMPANY, Philadelphia: Toronto, 
1949. Price $10.00. 

As the title indicates this is a textbook on the essen- 
tials of orthopaedics and as such it is excellent. It is 
not a treatise on the treatment of fractures. 

It is well written. The arrangement of material is 
good. The diagnosis and illustrations have been 
chosen with care and _ intelligence. Several color 
plates have been included. The type and printing make 


for an extremely readable text. 
J.W.P. 


PROCEEDINGS OF THE SECOND CLINICAL ACTH CONFER- 
ENCE: John R. Mote, M.D., Editor. The Blakiston 
Company, 1012 Walnut St., Philadelphia 5, 195). 
Volume I — Research, $8.50; Volume II — Ther- 
apeutics, $8.50. 

To evaluate and correlate the tremendous progress in 
the investigative and therapeutic uses of ATCH over 
the past 12 months, a Second Clinical Conference was 
held in Chicago in Dec. 1950, A total of 102 papers 
were presented. The material is here gathered into 
two volumes arbitrarily designated “Research” and 
“Therapeutics”. The former contains papers dealing 
primarily with research at the more fundamental level ; 
the later with the clinical aspects of the problem. Na- 
turally as this phase of medical progress is still mem- 
balus, there is some unavoidable overlapping of material 
in the two volumes. 

Each of the 102 papers contains a summary, refer- 
ences and a concluding discussion. 

The rationale of ACTH physiology and therapy, its 
limitations and successes as revealed to date, is con- 
centrated in these two volumes for the busy practitioner. 


J. W. P. 


TREATMENT OF THE NEPHROTIC SYNDROME. By Lee 
E. Farr, M.D., Chairman, Medical Department, 


(Continued on page 64) 
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All Children Can Benefit from 


thes Protective Hot Drink at Breakfast 


In its widely distributed leaflet 


No. 268, “Eat a Good Breakfast,’ 
the U. S. Dept. of Agriculture 
states: ‘Summer or winter, there's 
something hot, as a rule, in a 
good breakfast. ... Something hot 
is cheering and tones up the 
whole digestive route.” 


The problem of encouraging children to eat an adequately pro- 
tective breakfast finds easier solution when Ovaltine in hot milk 


is recommended as a breakfast beverage. Many children clamor . 
for a hot drink at the morning meal, and hot Ovaltine is the right 
kind of drink to recommend. 

A cup of hot Ovaltine makes an excellent contribution of virtually 
all essential nutrients, adding substantially to the nutritional start 
for the day. It also serves in a gustatory capacity by enhancing 
the appeal of breakfast and making other foods more inviting. 

The nutrient contribution made by a cup of Ovaltine is apparent 
from the table below. Note the wealth of essentials added to the 
nutritional intake by making the simple recommendation of adding 
a cup of hot Ovaltine to the child’s breakfast. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILLINOIS 


Here are the nutrients that a cupful of hot Ovaltine, made of 


Yo oz. of Ovaltine and 8 fl. oz. of whole milk,*provides: 


. RIBOFLAVIN. .... . . 0.7. mg. *Based on average reported values for milk. 
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THERYL 


Sublingual Analgesic 


Specially prepared savcharinated acet:Is-licylic acid, 
5 gr. Taken with-:ut water. Absorbed from cral 
mucosa directly into blood stream. May often sup- 
plant narcotics. Typical reports: 


Indication Analgesic Time 
Simple Headache VYor3 minut2s 
Post-Appendectomy 3 minutes 
Post-Hemorrhoidectomy 3 minutes 
Post-Tonsillectomy 2 minutes 
FREE 

Send for Sample CHURCH CHEMICAL CO. 

and Literature 75-H E. Wacker Dr. Chicago 1, Ill. 


Dwight McGee of Lancaster, 
Ohio, wearing two Hanger Arms, can write, shave, use a 
knife and fork, drive an automobile, and says he can do 
about anything an ordinary person can do. Hanger Arms 
are custom-made to fit the wearer’s stump and his particu- 
lar daily needs, and are carefully fitted by experienced 
Hanger fitters. Arms can be furnished with cosmetic or 
mechanical hand and hook. 
ARTIFICIAL 


HANGER 


527-29 S. Wells St., Chicago 7, Illinois 
1912-14 Olive Street, St. Louis 3, Missouri 
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Brookhaven National Laboratory, Physician-in-Chief, 
Brookhaven National Laboratory Hospital, Upton, 
Long Island, New York, Cloth. $1.75. pp. 61. Charles 
C. Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1951. 

This booklet of 61 pages is divided into an Introduc- 
tion and seven chapters as follows: 1. Treatment of 
Edema; 2. Treatment of Malnutrition; 3. Treatment of 
the Renal Lesion; 4. Treatment of Complications; 5. 
Nephrotic Crises; 6. Cortisone, ACTH and Nitrogen 
Mustard; 7. General Comments; References. It is 
especially designed, of course, for internists and pedia- 
tricians, all of whom should have it in their library. 
The tone of it throughout bespeaks a very large ex- 
perience in this field by its author. 


RESEARCHES IN BINOCULAR VISION: By Kenneth N. 
Ogle, Ph.D., Section on Biophysics and Biophysical 
Research; Research Consultant in the Section on 
Ophthalmology, Mayo Foundation and Mayo Clinic, 
Rochester, Minnesota. 345 pages with 182 figures 
and 26 tables. Philadelphia and London: W. B. 
Saunders Company, 1950. Price $7.50. 

This is a profound presentation of an exhaustive 
study of a difficult subject. Doctor Ogle analyzes 
earlier research on binocular vision and integrates the 
true ideas with his own original contributions. 

The book describes researches as follows first, the 
specific sensorial organization of the two retinas; sec- 
ond, the fusion processes; third, the functional effect 
of altering the relative magnification of the images of 
the two eyes; and fourth, the anomalous condition of 
aniseikonia as a factor in efficient binocular vision and 
its bearing upon our concepts of the stability of the 
organization between the two retinas. 

The greater part of the subject matter is based upon 
the researches in binocular vision conducted at the 
Dartmouth Eye Institute, which terminated its eighteen 
years of activity on July Ist, 1947. It conducted in- 
tensive research on problems in physiologic optics an 
the application of the results to clinical ophthalmology 
and to visual science in general. 


PHYSIOLOGY OF THE EYE — CLINICAL APPLICATION : 
by Francis Heed Adler, M.A., M.D., F.A.CS.; 
William F. Norris and George E. de Schweinitz, 
Professor of Ophthalmology, School of Medicine, 
University of Pennsylvania, and Consulting Surgeon, 
Wills Hospital, Philadelphia. 319 illustrations includ- 
ing 2 in color. St. Louis: The C. V. Mosby Com- 
pany, 1950. Price $12.00. 

This book presents ocular physiology as determined 
in the laboratory and in clinical application. “Clinical 
Physiology of the Eye” of twenty years ago has been 
rewritten, rather than revised. ; 

There is a vast amount of new knowledge on this 
subject and it is from the original literature, some of 
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*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) + Tablets and Liquid 


Highly Effective - Orally Active - Well Tolerated - Imparts a Feeling of Well-Being 
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BOOK REVIEWS (Continued) 
it as late as 1950, that the author has selected his ma- 
terial. There is a bibliography at the end of each 
chapter. 

This is an excellent book for students and practicing 


ophthalmologists. 


TropicaL Mepicine. R. B. H. Gradwohl, 
M.D., Editor-in-Chief. Luis Benitez Soto, M.D. 
Oscar Felsenfeld, M.D., Editors. St. Louis, The 
C. V. Mosby Company, 1951, Price $22.50. 

At the outbreak of World War II survey revealed 
that there were only 24 civilian doctors in the United 
States available for service with sufficient background 
to be useful in training medical men in tropical med:- 
cine. Yet many of the aspects of tropical medicine are 
world wide in scope. There has been a tremendous 
influx of people to temporate zones who have been 
exposed to tropical diseases such as troops and refugees. 
Economic reasons become manifest when we view the 
restrictions of our exports to malarious countries be- 
cause malaria depresses the economic levels and all 


“our imports from malarious countries carry a hidden 


“malaria tax”. “Clinical Tropical Medicine” isa 
valuable addition to the armamentarium of physicians 
who will more and more be confronted with medical 
problems formerly thought to be restricted to remote 
geographical areas. 


This book has 5 contributors representing some of 
the leading authorities on tropical medicine. The 
editors have selected contributors only among those 
with clinical experience with the diseases with which 
their writings was concerned. 

The book coniains 73 chapters, 473 illustrations and 
6 color plates. The last 10 chapters deal with hygiene 
in the tropics, organization of preventative medicine 
in the tropics, histologic and laboratory technics and 
other related practical aspects of tropical medicine. 


J. Woe: 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


DISEASES OF THE Ear, Nose, AND THROAT — A Text- 
book of Clinical and Laboratory Procedures. By 
Georges Portmann, M.D., Professor of Oto-rhino- 
laryngology at the University of Bordeaux; Dean 
of the School of Medicine and Pharmacy of the 
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Elixir ‘Eskaphen B with Belladonna’ is often all that is needed to relieve 
the common complaints of tension, nervousness and the gastro-intestinal 
distress described by patients as “‘butterflies in the stomach.” 

Note: This clear, palatable preparation contains, not a synthetic anti- 
spasmodic, but highly effective total alkaloids of natural leaf belladonna. 


Smith, Kline & French Laboratories, Philadelphia 


elixir ‘Eskaphen B with Belladonna’ 


natural belladonna alkaloids - phenobarbital - thiamine 


combats spasm + relieves nervous tension 
helps rectify dietary deficiencies ‘Eskaphen BY TM. Reg. U.S. Pat. Off. 


Formula: Each 5 ce. teaspoonful contains: total natural belladonna alkaloids, 0.2 mg.; phenobarbital, 
% gr. (16 mg.); thiamine hydrochloride, 5 mg.; alcohol, 15%. Available in 6 fl. oz. bottles. 
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Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 

WINNETKA, ILLINOIS 
NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE RATES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 
of Surgeons 


Winnetka 6-0211 
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University of Bordeaux; Surgeon at the Hospital 
of Tondu, Bordeaux; Surgeon at the Hospital Leo- 
pold Bellan, Paris. Translated by Fernand Mon- 
treuil, M.D. and Jules G. Waltner, M.D., College 
of Physicians and Surgeons, Columbia University 
(New York). The Williams & Wilkins Company, 
Baltimore, 1951. $20.00. 

CLINICAL LaporAtory DraGNosis. By Samuel A. 
Levinson, M.S., M.D., Ph.D., Director of Labora- 
tories, University of Illinois Research and Educa- 
tional Hospitals, Chicago, Illinois; Professor of 
Pathology, University of Illinois College of Medi- 
cine, and Robert P. MacFate, Ch.E., M.S., Ph.D., 
Chief, Bureau of Laboratories, Department of Health 
of the City of Chicago; Assistant Professor of Pa- 
thology, University of Illinois College of Medicine; 
Formerly Assistant Director of Laboratories, Uni- 
versity of Illinois Research and Educational Hos- 
pitals, Chicago, Illinois. Fourth Edition. 1146 pages. 
221 illustrations and 13 plates, 10 in color. Lea & 
Febiger, Philadelphia, $12.00. 

CLINICAL ALLERGY — A Practical Guide to Diagnosis 
and Treatment. By Samuel J. Taub, M.D., F.A.C.P., 
Professor of Medicine and Chairman of the Depart- 
ment of Allergic Diseases, the Chicago Medical 
School; Professor of Medicine, Cook County Gradu- 
ate School; Attending Physician, Cook County, 
Columbus, and Mt. Sinai Hospitals. Second Edition. 
Revised and Reset. Paul B. Hoeber, Inc., Medical 

Book Department of Harper & Brothers, $4.50. 


Grant Hospital Isotope Laboratory 


GRANT HOSPITAL 
551 Grant Place, Chicago 14, Illinois 
Diversey 8-6400 
Lindon Seed, M. D., Director 
Bertha Jaffe, M. D., Technician-in-Charge 
Theodore Fields, B. S., Consulting Physicist 


RADIOACTIVE IODINE IN THE DIAGNOSIS 
AND TREATMENT OF DISEASES OF THE THYROID 


SurcicaL Practice oF THE LAHEY CLINIc. By Mem- 
bers of the Staff of Lahey Clinic, Boston. 1014 
pages, 784 illustrations on 509 figures. Philadelphia 
and London: W. B. Saunders Company, 1951. $15.00. 


PHYSICAL MEDICINE AND -REHABILITATION FOR THE 
Curnician: Edited by Frank H. Krusen, M.D., 371 
pages with 96 figures and 13 tables. Philadelphia & 
London: W. B. Saunders Company, 1951. Price 
$6.50. 

Stupies 1x Mepicine — A Volume of Papers in 
Honor of Robert Wood Keeton. Charles C. Thomas, 
Publisher, Springfield, Illinois, 1951. $8.50. 

THe SPECIALTIES IN GENERAL PRACTICE: Edited by 
Russell L. Cecil, M.D., Professor of Clinical Medi- 
cine, Emeritus, Cornell University Medical College, 
New York City. 818 pages with 470 figures. Phila- 
delphia & London: W. B. Saunders Company, 1951. 
Price $14.50. 

SurGIcAL TREATMENT OF THE Moror-SKELETAL Sys- 
TEM. Supervising Editor: Frederick W. Bancroft, 
A.B., M.D., F.A.C.S., Professor of Clinical Surgery, 
New York Medical College; Associate Editor: Henry 
C. Marble, A.B., M.D., F.A.C.S., Consultant, for- 
merly Chief of Fracture Service, Massachusetts Gen- 
eral Hospital. In Two Parts. Philadelphia and 
London, J. B. Lippincott Company, 1951. Price for 
two volumes, $24.00. 

THE PATHOLOGY oF INTERNAL Diseases. By William 
Boyd, M.D., Dipl. Psych. M.R.C.P.  (Edin.), 
BRGP. (ond), (©) LEED: Gack), 
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THE MARY POGUE SCHOOL 


Complete facilities for wo retarded — epileptic children edu- 
cationally and socially. 

cellent sical an 
Recreational facilities inn riding, group games, selected movies 
under competent supervisio: 

Separate buildings for cae and girls under 24 hour supervision 
of skilled personnel. 


G. H. Marquardt, M.D. 


pe teacher strictly limited. Ex- 
occupational therapy programs. 


Catalog on request 


Barclay J. MacGregor 


Medical Director Registrar 


33 GENEVA ROAD, 


WHEATON, ILLINOIS 
(near Chicago) 


D. Se. (Man.), M.D, (Oslo), F.R.S. (C) Professor 
of Pathology and Bacteriology in the University of 
Toronto, Canada. Fifth Edition. 866 pages. 391 
illustrations and 11 plates in color. Lea & Febiger, 
Philadelphia, July 1950. $11.00. 


MANAGEMENT OF UREMIA 


Restriction of water and electrolytes are im- 
perative in the treatment of acute anuric uremia. 
Clinical judgment and laboratory technics should 
control water and electrolyte balance if the 
kidneys are unable to do so, as in the diuretic 
phase of acute uremia and in many cases of 
chronic uremia. 

The forced high caloric low protein diet 
(Borst) prolongs life in cases of acute uremia 
and in addition may make life worth living in 
chronic uremia. Artificial kidney and peritoneal 
lavage may help a patient through an acute phase 
of the disease toward recovery or in chronic cases 
may restore the patient’s nitrogen equilibrium. 
Intestinal dialysis employing the entire tract 
appeared difficult and exhausting to patients in 
severe clinical condition. Dialysis through an 
isolated loop offers a chance to those patients 
with chronic uremia to whom we can offer noth- 


ing else. Replacement transfusions are useful in 
the restoration of hemoglobin but cumbersome 
when utilized to combat uremia. Makrodex is pre- 
ferred over other blood substitutes if hypotension 
has to be treated in patients with uremia. Fzx- 
cerpt: Treatment of Uremia, W. J. Kolff, M.D., 
Research Division, Cleveland Clinic Quarterly, 
July, 1951. 


EVALUATION OF SYMPTOM- 


ATOLOGY 
It has already been stated that in the New 


Orleans area 10 per cent or more of the popula- 
tion carry E. histolytica. This incidence has 
been estimated as low as 4 per cent in some other 
groups in this country. Such estimates mean 
that of the individuals with other diseases such 
as peptic ulcer, carcinoma of the colon, inguinal 
hernia, and so on, certain ones will be found 
to have amebiasis. When the symptoms «are 
referred to the colon there is a great likelihood 
that there is an association between the symptoms 
and the presence of E. histolytica. However, 
there is always the possibility that the patient 
may have some other explanation for the symp- 


ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 3 to 4 hours. 


For December, 1951 


Prescribed by Thousands of Doctors 
GOLD PHARMACAL CO. 


NEW YORK CITY 


» 
4 
ia 
0. 
1 
& 
y 
i- 
i- 
‘ 
d 
r 
in 
cough 
| 69 


JACKSONVILLE, ILLINOIS 


Address 
Communications 


TheNORBURY SANATORIUM 


For the Treatment of Nervous and Mental Disorders 


DR. ALBERT H. DOLLEAR, Superintendent 

DR. FRANK GARM NORBURY, Medical Director 
DR. SAMUEL N. CLARK, Physician 

DR. HENRY A. DOLLEAR, Physician 


THE NORBURY SANATORIUM, Jacksonville, Illinois 


INCORPORATED and LICENSED 


toms. For example, we have found patients 
with virus hepatitis to have amebae in the stools. 
Another example is one of the patients whom 
we saw recently. He complained of occasionally 
loose stools with some admixture of blood. Ex- 
amination of the stools showed E. histolytica. 
Microscopically no blood was seen at the time. 
Proctoscopic examination disclosed no lesions, 
but from above the end of the scope a small 
amount of bloody mucoid material was exuding. 
When this material was aspirated and inspected 
under the microscope, many red blood cells and 
many neutrophilic leukocytes were found. The 
character of this exudate is not of the type seen 
in amebie infections, and this point led us to 
the assumption that some other disease was 
of Amebiasis, William A. Sodeman, M.D., Medi- 
present. Barium enema examination disclosed 
carcinoma at the splenic flexure. Eacerpt: Some 
Recent Advances in the Diagnosis and Treatment 
cal Annals of the D. of C., Aug. 1951. 


Clinical medicine sees the causes of tuberculosis in 
the bacillus; but social medicine sees the cause of the 
bacillus in poor living and habitation. John J. Sutter, 
M.D., The Ohio State Med. J., June, 1951. 


POTASSIUM DEFICIENCY 


The principal indications for potassium thera- 
py fall into three categories, the most important 
of which is the actual demonstration of potas- 
sium deficiency. Weakness, aphonia, abdominal 
distention, and increased irritability, or any 
combination of these symptoms, along with ap- 
propriate electrocardiographic findings in those 
situations predisposing to hypopotassemia should 
suggest that diagnosis and constitute an indica- 
tion for potassium replacement. 

The continued loss of abnormally large quan- 
tities of gastrointestinal fluids whether by vomit- 
ing, prolonged gastrointestinal suction, drainage 
from intestinal fistulae, or diarrhea constitutes 
a second major indication for potassium therapy. 
The presence of duodenal ulcer with obstruction, 
paralytic ileus, or intestinal obstruction requires 
special attention. Greater potassium loss usually 
occurs in those cases in which long intestinal 
tubes are used than in those employing gastric 
suction. 

Finally, prophylactic potassium therapy has 
been found of value in those patients undergoing 
elective major abdominal surgery. Although 
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prolonged suction may not be anticipated, the 
magnitude of certain procedures may so disrupt 
potassium metabolism that large quantities are 
lost in the urine. In those instances, therefore, 
the administration of potassium should be in- 
cluded as a part of the preoperative preparation 
and postoperative care. Excerpt: Practical As- 
pects of Potassvum Therapy in the Surgical 
Patient, Edwin H. Ellison, M.D., Thomas W. 
Morgan, M.D., and Robert M. Zollinger, M.D., 
Columbus, O., O. State M. J., Sept. 1951. 


NISENTIL IN OBSTETRICAL 
ANESTHESIA 

The busy obstetrician is generally reluctant to 
change his procedure of analgesia if the regimen 
he employs has been established as comparatively 
safe and productive of fairly satisfactory results. 
Our -observations in 1,000 patients receiving 
Nisentil® convinced us that the new drug con- 
stitutes an improvement over any obstetric an- 
algesics heretofore available and that it can be 
recommended safely for general use. Indeed, 
Nisentil® has all the attributes postulated by 
Stander for an ideal obstetric analgesic agent: 
It may be given “at any time during every type 


of labor.” Nisentil® produces no harmful inter- 
ference with the mechanism of labor and, as far 
as can be judged without using a tocodynamom- 
eter, does not significantly alter the type of 
uterine contractions, although the duration of 
labor is probably somewhat shortened. Excel- 
lent patient cooperation is attained. The women 


seem to gain confidence after administration of © 


the drug. They usually slept lightly but were 
awakened with no difficulty. In the doses used, 


Nisentil® was quite safe for both mother and- 


child. Side-effects were seen in an insignificant 
number of mothers and were transient in nature. 
In the babies some degree of respiratory depres- 
sion was observed in 20 per cent, but in only 2 
per cent was this depression marked enough to 
require more than a spank on the buttocks to 
establish breathing. The incidence of depressed 
babies dropped significantly when low spinal 
anesthesia was substituted for inhalation anes- 
thesia, suggesting that the depression was due 
primarily to chloroform, not to Nisentil®. Of 
the seven stillbirths none is attributable to the 
effects of Nisentil. Hacerpt: Nisentil in 1,000 
Obstetric Cases, Harry G. LaForge, M.D., Buf- 
falo, N. Y. State J. M., Aug., 1951. 
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these photographs show 
a most effective way to treat 


sore throat 


Instilled intranasally, Paredrine-Sulfathi- 
azole Suspension drifts down over the 
nasopharynx and pharynx; coats infected 
areas with a soothing, bacteriostatic frost- 
ing. It is not quickly washed away, but 
clings to the throat for hours—assuring- 
prolonged bacteriostasis. The Suspension 
is particularly effective in sore throat 
when instilled on retiring. Frequently, it 
produces bacteriostasis (and analgesia) 
all night long. 


Pharynx before administration of 
Paredrine-Sulfathiazole Suspension 


Smith, Kline & French Laboratories, 
Philadelphia 


Paredrine- 
Sulfathiazole 


Suspension 


Vasoconstriction in minutes... 
Bacteriostasis for hours 


A suspension of ‘Micraform’ sulfathiazole, 5%, in an isotonic aqueous medium with ‘Paredrine’ 
Hydrobrom de (hydroxyamphetamine hydrobromide, S.K.F.), 1%; preserved with ortho- 
hydroxyphenylmercuric chloride, 1:20,000. ‘Paredrine’ and ‘Micraform’ T.M. Reg. U.S. Pat. Oft. 
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Let us prepare your case reports for publication. Practicing medical editors 
offer complete service — typing, editing, library research, bibliographies, 
proofreading, illustrations by professional medical artists. er 
styled for individual journals. Box 176, Ill. Med Jnl. 12/51 


WANTED: Radiologist-Board Certified, 36, 3 years Military Service, Cate- 
gory 4, Married, Licensed Illinois; Desires position with hospital. clinie, in- 
dividual or as associate. Dr. Edwin I. Hirsh, 3638 W. Polk St., Chicago 
24, Illinois, Van Buren 6-0750. 
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ANSWER THE CALL 

The 1952 Red Cross fund appeal comes at a 
time of continuing world-wide crisis that de- 
mands a great voluntary effort on the part of 
everyone since military strength alone cannot 
solve the problems created by this crisis. 

Many of us take the millions of Red Cross 
workers and their humanitarian activities for 
granted — and few of us realize the many things 
they do in our name each day — tasks of mercy 
we would perform gladly if we were at hand or 
if we knew the need. 

Each day volunteers in towns and cities 
throughout the country carry on a staggering 
program. Blood is collected and made available 
to the armed forces and to civilian hospitals; 
abled-bodied and hospitalized servicemen and 
women are assisted in a thousand ways; disaster 
sufferers receive emergency care and shelter as 
well as long-term rehabilitation aid. 

Through less dramatic programs of service 
the Red Cross trains nurse’s aides, home nurses, 
and first aiders, all of whom provide a foundation 


for civil defense — self-help. ‘The Red Cross 
gives our children an opportunity to serve their 
community, nation, and world — thus preparing 
them for the responsibilities of citizenship. In 
the fields of health and safety the Red Cross 
stands ready to give us instruction, training, and 
information. Internationally, it helps to make 
the facilities and advantages of our country 
available to other countries and peoples in need. 

The Red Cross has a far-reaching effect upon 
the life of every American, especially during 
these uncertain times. Let’s do our part to keep 
the services of the Red Cross geared to meet the 
needs of the nation and all its citizens. Answer 
the call of the Red Cross today so that Red Cross 
can answer the call o” Americans tomorrow. 


Despite the encouraging decline of the death rate, 
and new techniques which should be helpful in the 
future, tuberculosis is still one of the most important 
public health problems. It will take many years of 
undiminished energy to reduce it to an unimportant 
level. James E. Perkins, M.D., Tr. 1950 Conf. Pub. 
Health A. New York City. 


Obviously, an abnormal finding in the initial X-ray 
film cannot by itself constitute a clinical diagnosis (of 
tuberculosis). Nevertheless, it does serve to focus 
attention on those persons in need of further study. 
At the same time, such a photofluorographic finding 
imposes an obligation on the physician and the official 
heaith agency — an obligation to carry out full diag- 
nostic study promptly in order to determine the clinical 
significance of the suspected abnormality. For, the 
abnormal findings discernible in an initial screening 
film can range all the way from minor deviations 
requiring no follow-up or care to some very serious 
conditions which demand immediate medical attention. 
David Reisner, M.D. and Arthur Rikli, M.D., Pub. 
Health Reports, April 6, 1951. 
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